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There are approximately 1.3 million youth who have been diagnosed with a co-occurring 
disorder. The purpose of this study was to analyze the relationship between the type of 
therapy (brief strategic family therapy or family functional therapy), demographic factors 
(age, race, type of drug used), and therapy discharge status (successful or unsuccessful) in 
male youth with a co-occurring disorder of attention-deficit hyperactivity disorder and 
substance use disorder. A correlational research design of a cross-sectional nature was 
used for this study and secondary data were obtained from a mental health agency located 
in Hampton Roads Virginia. The theoretical basis for this study was Bowens family 
systems theory. A purposeful convenience sample was used from archival data (n=392). 
Independent sample t-Tests were conducted to analyze differences between demographic 
groups and discharge status, and it was found that males whose drug of choice was 
alcohol had a statistically significant lower successful discharge rate (p=.031). Type of 
therapy unrelated to discharge status at a statistically significant level (p=.418). Results of 
a multiple logistic regression analysis showed that non-White/Caucasian males were 1.86 
times more likely to have a successful discharge status from the program (p=.048).  Age, 
drug type, and therapy used were unrelated to discharge status at statistically significant 
levels (p>.05).  This study can educate therapists about their preconceived notions 
regarding ethnicity and the potential to successfully complete therapy.  This could result 
in more empowerment shared with clients of these ethnic groups which could positively 
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Chapter 1: Introduction to the Study 
Introduction 
There has been a major health concern in the United States regarding the 1.3 
million youth who have been diagnosed with substance abuse disorders, as only 15% of 
them receive treatment for the condition (Krampe, Naassila, & Rodriguez-Orengo 2013; 
Substance Abuse and Mental Health Services Administration [SAMSHA], 2015). 
According to the U.S. Department of Health and Human Services (USDHHS, 2015), 43% 
of adolescents in the United States who have received mental health services had a co-
occurring substance use disorder (SUD) in 2015. They indicated that the percentage of 
youth diagnosed with co-occurring disorders were almost equal with those of adults, 
estimated between 50% and 75%, respectively (Bergman, Greene, Slaymaker, Hoeppner, 
& Kelly, 2014; USDHHS, 2015).  
Treatment for adults with co-occurring disorders has been available since the 
1980s; however, it was not until recently that youth were also diagnosed and treated for 
co-occurring disorders (Anderson, 2008). Evidence-based treatment protocols for adults 
with co-occurring disorders improved in the 1990s when programs began to incorporate 
assertive outreach, motivational interventions, and cultural competence (Anderson, 
2008). However, a comprehensive plan was initiated to address both the mental health 
and SUDs concurrently, rather than treating them separately (USDHHS, 2002).  
Controlled studies of outpatient treatment for adults with co-occurring disorders 
have been refined over the years, and there are now multiple evidence-based treatment 
protocols utilized to treat adults (USDHHS, 2015). However, treatment protocols for 
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adolescents are not as well developed as treatment models available for adults (Centers 
for Disease Control and Prevention [CDC], 2016; USDHHS, 2015). Thus, this study 
explored whether there are differences in the effectiveness of brief strategic family 
therapy (BSFT) and family functional therapy (FFT) on youth diagnosed with attention-
deficit hyperactivity disorder (ADHD) and SUD. While both therapies have been proven 
effective in separate cases, with limited research, clinicians cannot make informed 
decisions on which treatment provides better results for their adolescent clients 
(USDHHS, 2015).  
Although there has been evidence that both BSFT and FFT have been successful 
in treating youth with co-occurring disorders (CDC, 2015; SAMSHA, 2015), I was 
unable to find evidence of a comparative analysis between the two treatments, thus 
showing a gap in the literature. This analysis answered the question for clinicians when 
determining what form of treatment has provided better results. This research offers an 
innovative approach in the treatment of youth with co-occurring disorders, and the social 
change implications will also increase the effectiveness of treatment for youth by 
clinicians who lack the appropriate knowledge to treat youth with co-occurring disorders.  
Background 
BSFT is a short-term model, developed for youth, based on the premise that 
families provide the needed support in treatment for youth with behavioral problems, 
such as abusing drugs, engaging in sexually risk behaviors, and exhibiting other 
delinquent behaviors (Szapocznik, Schwartz, Muir, & Brown, 2012). BSFT is based on 
structural and strategic family theories and uses family therapy techniques to modify 
3 
 
interactions within the family system that could be enabling the youth’s problem 
behaviors (Szapocznik et al., 2012). BSFT requires between six to 12 sessions 
(Szapocznik et al., 2012). The primary goal of BSFT is to decrease the problematic 
behaviors and increase positive family relationships (Robbins et al., 2011; Szapocznik et. 
al, 2012).  
FFT is another form of family therapy. This therapy model also sets out to 
improve family relationships first, and then the problem behaviors are targeted (Malloy, 
2013). The phases of FFT are as follows: (a) engagement, (b) motivation, (c) relational 
assessment, (d) behavior change, and (e) generalization (Malloy, 2013). Below are 
various articles on treating youth with co-occurring disorders that have highlighted the 
treatments of BSFT and FFT:  
• Becker, Luebbe, and Langberg (2012) conducted a study to examine the 
effect of co-occurring mental health problems on the peer functioning of 
youth with ADHD who had co-occurring diagnoses of oppositional defiant 
disorder, conduct disorder, anxiety, and depression. They indicated that youth 
who are diagnosed with ADHD and have other co-occurring disorders 
encounter difficulties in peer relations. They are also at a higher risk of 
developing more severe mental health problems.  
• Boger et al. (2014) examined (a) putative dysfunctions in reward 
responsiveness in a sample of adolescents with co-occurring depressive and 
SUDs; (b) possible links between reward responsiveness and symptoms of 
depression, anhedonia, anxiety, and motivation for change in relation to 
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alcohol and drug use; and (c) potential gender differences in findings. The 
authors indicated that as depression and anhedonia symptoms decreased, 
motivation for change relative to drug use increased. Improved reward 
responsiveness over the course of residential treatment only emerged in 
female participants. 
• Denby, Brinson, and Ayala (2011) examined clinicians who are employed 
by the juvenile justice system. Their goal was to determine their level of 
competency in treating youth diagnosed with co-occurring disorders. The 
researchers found that these clinicians conceded that they lack the appropriate 
knowledge to treat youth diagnosed with co-occurring disorders.  
• Henggeler and Sheidow (2012) conducted trials to examine the effectiveness 
of family therapies on youth treated for conduct disorders and delinquency. 
The treatments included were multisystem therapy, FFT, multidimensional 
treatment foster care, and BSFT. Although there was evidence that these 
models have been successful, greater effectiveness has been identified in 
community settings. They concluded that more studies need to be done to 
determine if the other therapies can be interchanged and utilized in 
community settings. 
• Krampe et al. (2013) completed a review of ADHD and SUD literature. They 
concluded ADHD is a key risk factor in the development of SUD. Also, the 




• Robbins et al. (2011) conducted a randomized trial for substance abuse youth 
in eight community treatment sites. The authors attempted to determine which 
form of treatment was more effective between BSFT, which included the 
family in the treatment process, and treatment as usual (TAU), which only 
treated the youth. It was determined BSFT was more effective in engaging a 
family and allowing them to provide support of the substance-abusing youth 
as it showed a more significant rate of abstinence at the 1-year follow-up 
assessment.  
• Sexton and Turner (2011) studied the effectiveness of FFT compared to 
probation services, in a community juvenile justice setting, 12 months’ post-
treatment. They found that FFT was efficacious when therapists did not 
deviate from any factors of the treatment model. The youth receiving FFT 
showed a statistically significant reduction in their violent crime and 
recidivism.  
• Shepler, Newman, Cleminshaw, Webb, and Baltrinic (2009) conducted a 
study analyzing integrated co-occurring treatment (ICT) and nonintegrated 
treatment (TSS), to determine which intervention was more effective for 
youthful offenders. The youth who received ICT showed improvement in both 
mental health and substance abuse. Conversely, the youth in the TSS group 
only improved their mental health.  
• Szapocznik et al. (2012) reported on the evolution of BSFT over the past 40 
years. The authors concluded that BSFT is appropriate across all ethnic/racial 
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groups. The authors showed that BSFT, implemented in a community, allows 
family interactions to support the process and the individual.  
• Tiet and Schutte (2012) set out to determine which of the three programs—
co-occurring disorder, substance use, or psychiatric treatment programs—had 
the greatest efficacy for the treatment of individuals with co-occurring 
disorders. The dual- diagnoses program addressed both the mental health and 
SUDs. This approach was more effective than both substance abuse and the 
psychiatric specific treatment programs.  
Problem Statement 
There have been approximately 1.3 million youth diagnosed with SUD (Alkema, 
King, & Tadehara, 2015; USDHHS 2015). Adolescent SUD is a serious health concern in 
the United States as only 15% of adolescents receive treatment for their SUD (Krampe et 
al., 2013; SAMSHA 2015). A co-occurring disorder occurs when an individual has both a 
mental health diagnosis and SUD simultaneously. Ninety percent of youth diagnosed 
with co-occurring disorders have mental health disorders that existed before an SUD 
developed (Shepler et al., 2009; SAMSHA, 2015).  
As youths are often dealing with factors such as poverty, homelessness, and 
neglect, and these factors may increase a youth’s desire to utilize illegal substances as a 
way of coping with or escaping from their family stressors (Henggeler & Sheidow, 2012; 
Pottick, Warner, Vander Stoep, & Knight, 2014). The number of youth who are receiving 
treatment for co-occurring disorders has increased from 20% in the early 1990s to 33% in 
2014 (Anderson, 2008; SAMSHA, 2014; USDHHS, 2015). Youth who do not get the 
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adequate treatment for their co-occurring disorder may face challenges that can cause 
undue stress on themselves, as well as their families (Henggeler & Sheidow, 2012; 
Pottick et al., 2014). Therefore, the problem that I addressed through this project was the 
negative impact of co-occurring disorders including untreated mental illness and 
substance abuse disorders. Negative outcomes include health issues, homelessness, lack 
of education opportunities, and problems with interpersonal relationships.  
Purpose of the Study 
Although there has been evidence that BSFT and FFT have been successful in 
treating youth with co-occurring disorders, family therapies are the preferred form of 
treatments for youth who are exhibiting problematic behaviors and co-occurring disorders 
(Danzer, 2014; Robbins et al., 2011, Shepler et al., 2009; Szapocznik et al., 2012). It is 
essential to provide more evidence-based results on effective interventions for clinicians 
(Sexton & Turner, 2011). Through an extensive search of previous literature, I found no 
evidence of researchers who have compared the two types of treatment. Further research 
is warranted to address the documented problem of determining effective treatment for 
youth with co-occurring disorders, which can decrease the need for higher levels of 
intervention (Denby et al., 2011; USDHHS, 2015). The results of my research may 
provide clinicians with additional information and resources when determining what form 
of treatment to utilize when working with adolescent males diagnosed with ADHD and 
SUD. This research can be valuable when determining treatment plans for youth with co-




The following research question and corresponding hypotheses were used for this 
study. 
RQ: What is the relationship between the type of therapy (BSFT or FFT), 
demographic factors (age, race, type of drug used) and therapy discharge status 
(successful or unsuccessful) in male youth with a co-occurring disorder of ADHD and 
SUD? 
H0: There is no statistically significant predictive relationship between the type of 
therapy (BSFT or FFT), demographic factors (age, race, type of drug used) and therapy 
discharge status (successful or unsuccessful) in male youth with a co-occurring disorder 
of ADHD and SUD. 
Ha: There is a statistically significant predictive relationship between the type of 
therapy (BSFT or FFT), demographic factors (age, race, type of drug used) and therapy 
discharge status (successful or unsuccessful) in male youth with a co-occurring disorder 
of ADHD and SUD. 
Theoretical Framework 
The theoretical basis for this scholarly study was the Bowen Family Systems 
Theory (BFST).  
BFST is one means of assessing and treating the chemically dependent individual 
as an individual function learned within the family of origin. This comprehensive 
assessment utilizing BFST analyzes the family of origin with concepts described 
by Bowen: differentiation of self, family emotional system, family projection 
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process, sibling position, triangles, cut-off, and multigenerational transmission. 
(Cook, 2007, p. 131) 
Both the BSFT and FFT treatment methods utilize the principals of BFST 
and recognize that the family member’s problematic behaviors stem from 
unhealthy family interactions (Cook, 2007).  
Nature of the Study 
I conducted a cross-sectional correlational study to determine the predictive 
relationship between the independent and dependent variables in my experiment. 
Independent variables were BSFT and FFT (types of therapy). The dependent variable 
was the discharge status (0 = unsuccessful; 1 = successful). Participants were deemed 
successfully discharged from treatment when they met all requirements of the treatment 
program and needed no further treatment. Participants were considered unsuccessfully 
discharged when they had not met all the requirements of the treatment program, did not 
receive additional treatment from the mental health agency, and had to seek additional 
treatment elsewhere. 
I utilized three statistical processes to measure the differences in the outcomes of 
BSFT and FFT. First, descriptive statistics (frequencies) described the population and 
distributions of the independent and dependent variable categories. Second, t-test 
analyses determined whether there are any statistically significant differences between 
the independent variables, relative to the dependent variables. Lastly, multiple logistic 
regression was applied to generate an odds ratio (OR) to determine the predictive 
relationship between the independent variables and the dependent variable.  
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 This quantitative study utilized secondary data from A Step Beyond, Inc (ASBI). 
To determine the type of treatment the youth received, as well as whether the youth were 
successfully or unsuccessfully discharged from treatment. Information from assessments, 
comprehensive clinical assessments, and discharge summaries were used. All information 
converted to numerical data. 
Definition of Terms 
This study utilized the following terms: 
Attention deficit hyperactivity disorder (ADHD): ADHD is a neuro-
developmental disorder diagnosed in youth up to age 12 (CDC, 2016). The three types of 
ADHD include (a) predominantly inattentive presentation, (b) predominantly 
hyperactive-impulse presentation, and (c) a combination of the first and second in which 
inattentiveness and hyperactivity-impulsivity are equally present in the youth (American 
Psychiatric Association, 2013). There is no specific test for the diagnosis of ADHD (Felt, 
Biermann, Christner, Kochhar, & Harrison, 2014). However, the criteria presented in the 
Diagnostic and Statistical Manual of Mental Disorders (5th ed.; DSM-5) is recognized in 
the displayed behaviors of the youth (CDC, 2016; Felt et al.,2014).  
Co-occurring disorders: A condition whereas an individual is diagnosed with a 
mental health disorder as well as a substance abuse disorder (Alkema et al., 2015; Shepler 
et al., 2009). Multiple terms used in place of co-occurring disorders include coexisting, 
comorbid, and dual diagnosis. I used the term co-occurring to refer to male adolescents 
diagnosed with mental health disorders; specifically, ADHD and SUD.  
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Mental health disorder: A medically diagnosable illness that causes a person to 
suffer from problems such as impairments and relational abilities (Rogers & Pilgrim, 
2014). The most common types of mental health disorders in children include ADHD, 
conduct disorder, posttraumatic stress disorder, and opposition defiant disorder 
(SAMSHA, 2015).  
Substance use disorder (SUD): A term used to define the mild, moderate, or 
severe usage of substances. SUD is determined by the DSM-5 criteria (SAMSHA, 2015). 
For an individual to meet the criteria for having a SUD, the use of the alcohol or drug 
must cause significant impairment in their daily lives (SAMSHA, 2015). 
Assumptions 
A primary assumption associated when using archival data is that the data are 
accurate (Jones, 2010). ASBI is an organization founded by myself and three partners 
located in Hampton Roads Virginia that provides BSFT and FFT to youth diagnosed with 
co-occurring disorders. ASBI has ongoing quality assurance monitoring to ensure the 
accuracy and completion of all files. The therapists who provide treatment are licensed 
professional counselors and certified substance abuse counselors with no disciplinary 
actions on their records. Therefore, I assume that they have provided appropriate 
treatment, and have not shown bias when, at the end of treatment, determined youth as 
having been successfully or unsuccessfully discharged.  
Scope and Delimitations 
The study was a cross-sectional correlational study, performed to determine 
whether a predictive relationship exists between the independent and dependent 
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variables. Independent variables represented the type of therapy delivered (BSFT and 
FFT). The dependent variables represented the discharge statuses (0 = unsuccessful; 1 = 
successful). All the data used for this study came from ASBI’s Comprehensive Clinical 
Assessments and Discharge Summaries. The participants’ information used in this study 
met the following two criteria: (a) 14 to 17 years of age and (b) co-occurring ADHD and 
SUD. All clients included in this study met the criteria.  
Limitations 
There were two limitations to this study. The first limitation involves the use of 
archival data, as I had no control over how the data were collected (Jones, 2010). The 
second limitation to the study is the use of data collected from a single agency. When 
utilizing data from a single source, caution must be taken when generalizing of the entire 
population of youth diagnosed with a co-occurring disorder.  
Significance of this Study 
There are disparities in the delivery of treatment of youth who have been 
diagnosed with a mental health and SUD. This is due to various assessment, diagnosis, 
and treatment procedures of mental health agencies (Chapman & Schoenwald, 2012; 
Denby et al., 2011). Youth are often expected to first be treated for their mental health 
disorder prior to engaging in substance abuse treatment (Chapman & Schoenwald, 2012; 
Denby et al., 2011; Shepler et al., 2009). This form of fragmented intercession has led to 
undesired conclusions such as relapse and additional psychiatric treatment before 
enrolling into a substance abuse treatment program (Chapman & Schoenwald, 2012; 
Denby et al., 2011; Shepler et al., 2009). According to Shepler et al. (2009) and the 
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National Alliance on Mental Illness (2015), mental health therapists and substance abuse 
counselors have agreed that it is essential for treatment for both disorders be conducted at 
the same time, which in most cases will produce a better outcome with long-term success. 
This research may provide information on an effective treatment approach that decreases 
the likelihood of relapse by clients diagnosed with ADHD and a SUD.  
Summary 
This chapter provided a summary of the study and addressed the problem of 
limited evidence-based research for youth diagnosed with a co-occurring disorder. This 
quantitative study utilized archival data from ASBI, Inc. to conduct a cross-sectional 
correlational study to determine the predictive relationship between the independent and 
dependent variables. The next section, Chapter 2, contains an in-depth literature review 
that discusses the foundation of this study.  
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Chapter 2: Literature Review 
Introduction 
Approximately 1.3 million youth in the United States are diagnosed with a SUD 
(Alkema et al., 2015; USDHHS, 2015). Adolescent SUD is a growing health concern in 
the United States, and currently only 15% of adolescents receive treatment for their SUD 
(Krampe et al., 2013; SAMSHA, 2015). Researchers indicated that ⅓ to ½ of adolescents 
with SUD also have co-occurring ADHD (Wilens, 2006).  
The co-occurring disorder diagnosis is determined when an individual has both a 
mental health and SUD simultaneously (Shepler et al., 2009; SAMSHA, 2015). Ninety 
percent of youth diagnosed with a co-occurring disorder have had a mental health 
disorder that existed before a SUD develops (Shepler et al., 2009; SAMSHA, 2015). 
Treatment protocols for adolescents diagnosed with a co-occurring disorder are not well 
developed, compared to treatment models available for adults (USDHHS, 2015). There 
has been an increase in empirically supported treatments over the past 30 years for youth 
diagnosed with co-occurring disorders, yet there still is limited evidence of any 
significant and long-lasting improvements (Hulvershorn, Quinn, & Scott, 2015).  
The purpose of this study was to examine the use of BSFT and FFT with youth 
diagnosed with ADHD and SUD and to determine which treatment was more effective. 
Both BSFT and FFT have been shown to be effective in treating youth with co-occurring 
disorders. However, with limited evidence-based research, clinicians cannot make an 
informed decision on what protocol provides better results for their adolescent clients.  
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Based on my review of the literature, I was unable to find a comparative analysis 
on the use of BSFT and FFT on youth who have been co-diagnosed with ADHD and 
SUD. These two forms of treatment are used in youth substance abuse treatment 
(SAMSHA, 2015). Family therapies are the preferred form of intercessions for youth who 
are exhibiting problematic behaviors and co-occurring disorders, yet it is essential more 
research be conducted on effective treatments for clinicians (Sexton & Turner, 2011). 
Further research on decreasing higher levels of intervention through effective treatment 
for youth is warranted (Denby et al., 2011; USDHHS, 2015). The results of my research 
provide clinicians with additional information and resources when determining what form 
of treatment to utilize when working with adolescents diagnosed with ADHD and SUD. 
This research is valuable when determining treatment plans for youth with co-occurring 
disorders throughout the United States and the world. 
Literature Search Strategy 
I conducted a literature search using Walden University Library resources as well 
as the search engine Google Scholar. The Walden library databases searches were as 
follows: Academic Search Complete, American Doctoral Dissertations, Business Source 
Complete, CINAHL Plus Will Full Test, Cochrane Central Register of Controlled Trials, 
Cochrane Database of Systematic Reviews, Cochrane Methodology Register, 
Communication & Mass Media Complete, and Computers & Applied Sciences Complete.  
I also accessed the Database of Abstracts of Reviews of Effects, eBook Collection 
(EBSCOhost), Education Source, Education Research Complete, ERIC, GreenFILE, 
Health and Psychosocial Instruments, and Health Technology Assessments. Examination 
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of Hospitality & Tourism Complete, International Security & Counter Terrorism 
Reference Center, LGBT will Full Text, Library, Information Science & Technology 
Abstracts, MEDLINE with Full Text, Mental Measures Yearbook with Tests in Print, the 
Military & Government Collection, the NHS Economic Evaluation Database, Political 
Science Complete, Primary Search, PsycARTICLES, PsychBOOKS, PsycCRITIQUES, 
PsycEXTRA, PsycINFO, PsycTESTS, Regional Business News, Research Starters-
Education, SocINDEX with Full Text, and Teacher Reference Center concluded the 
Walden library database search.  
The following keywords were used: co-occurring disorders, substance abuse, 
youth, Brief Strategic Family Therapy, Functional Family Therapy, treatment, 
prevention, implementation, therapy, adolescents, ADHD, Bowens Family Systems 
Theory, integrated treatment, and comparative analysis. I sorted the results by research 
that discussed using BSFT or FFT for youth diagnosed with co-occurring disorders. Also, 
I searched for alternative ways of addressing the issue of youth who are diagnosed with 
co-occurring disorders and subsequently narrowed the search results, with the focus on 
four terms, BSFT, FFT, ADHD, SUD and co-occurring disorders.  
In this chapter, I discuss the strategies used to conduct the literature search 
including library databases and search engines used. Furthermore, this chapter includes 
the key search terms used and the treatment protocols that were analyzed along with the 
theoretical foundation for the study and an analysis of theory application throughout 
similar research. A synthesis of the literature reviewed for this study is discussed in detail 





BFST was developed by Dr. Murray Bowen and focuses on the broad view of the 
family rather than on the individual view of the family member experiencing an issue 
(Titelman, 2014.). According to Skowron, Epps, Cipriano, Rabin, and Mikulincer (2015), 
BFST has two fundamental guiding principles. The first principle addresses how the 
emotional functioning of every family member plays a crucial role in the occurrence of 
psychiatric, medical, and social illness within a specific family member (Skowron et al., 
2015). The second principle addresses how all the intervention activities should not be 
directed towards the affected person (Skowron et al., 2015). Skowron et al. suggested 
when the symptomatic person is not directly treated, it introduces a new way in which the 
previously difficult clinical situations is addressed. Titelman (2014) stated that some of 
the problems solved through the introduction of BFST include addressing difficulties that 
arise from conditions where symptomatic persons refuse to seek therapy, or where a 
member of a family is forced to seek treatment.  
BFST does not mandate that the entire family be present at the time when the 
counseling process is ongoing but emphasizes that counseling should be undertaken in 
such a manner that it conceptualizes reciprocity in functioning among the family 
members (Skowron et al., 2015). In previous research, Titelman (2014) summed up the 
theory by stating that in BFST there should be a therapeutic relationship between one 
member of the family who is intending to change his or her emotional functioning within 
a family unit and a therapist who is providing the therapy to the family member.  
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Application of Family Therapies and Bowen Family System Theory (BFST) 
Previous researchers established a relationship between BSFT and FFT (Randall 
& Bodenmann, 2013). The fundamental principle that underlines BFST is the focus on 
specific emotional behaviors in symptomatic individuals to defuse the level of anxiety 
among the family members (Randall & Bodenmann, 2013). Spencer (2015) pointed out 
that a primary cause of apprehension in families is a notion of excessive distance or 
closeness in a relationship. Often, the degree of anxiety and other mental health disorders 
addressed through BSFT and FFT are determined by external stressors, as well as 
sensitivity to a way of life passed down through generations (Spencer, 2015). To avoid a 
situation where family members react anxiously to perceived emotional demands, BFST 
offers families the capacity to think through various relational dilemmas endemic within 
a family setting where there are symptomatic individuals (Spencer, 2015).  
The core objectives of BFST are to reduce anxiety within an individual and their 
family by enhancing awareness of how the emotional system within a family setting 
functions (Spencer, 2015). BFST encourages the level of diversity within the family 
setting (Randall & Bodenmann, 2013). BFST places the focus of change on the 
individual and not on the other family members (Randall & Bodenmann, 2013). 
According to Kerr (2000), to achieve the stated objective BFST uses the following 8 
principles:  
(1) Triangles are a three-person system in which two people are experiencing 
anxiety, and a third person is introduced to relieve some of the anxiety.  
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(2) Differentiation of self relates to how the family affects how an individual in 
the family thinks, feels, and acts. The effect on each family member varies depending on 
how susceptible they are conforming to the group or how much pressure the group puts 
on the individual to adapt.  
(3) Nuclear family emotional system includes four basic relationship patterns in 
families that demonstrate where problems begin. The relationship patterns are marital 
conflict, dysfunction in one spouse, impairment in one or more children, and emotional 
distance.  
(4) Family projection process occurs when parents project their emotional 
problems onto a child, leading to the child to begin demonstrating emotional or 
behavioral difficulties as a result.  
(5) Multigenerational transmission process describes how a parent’s view 
towards family members is transmitted and accepted through a multigenerational unit. 
Furthermore, how the differential of self is realized is a constituent of the 
multigenerational transmission process.  
(6) Emotional cutoff defines an individual cutting off emotional contact with 
members of their family to manage the unresolved issues they have with a member of the 
unit.  
(7) Sibling position refers to the oldest, middle, and youngest child taking on 
predictable roles in the family unit. Bowen used the foundation of psychologist Walter 
Toman’s research to develop this concept.  
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(8) Societal emotional process refers to people being anxious based on societal 
factors such as scarcity of natural resources, economic forces, and lack of skills for living 
in a diverse world. 
Boszormenyi-Nagy and Framo (2013) stated that in family-based intervention 
programs such as BSFT and FFT, BFST provides fundamental principles of engagement 
between a therapist, symptomatic individual, and the rest of the family members. The 
theory points out the role of the therapist in both BSFT and FFT and the process of 
connecting without being emotionally reactive with family members who have a member 
with co-occurring disorders. Emphasis focused on asserting that a therapist should 
maintain an appropriate demeanor through the entire process of therapy (Boszormenyi-
Nagy & Framo, 2013).  
According to Spencer (2015), during the process, a therapist should not be under 
or over responsive as he or she provides treatment to an individual diagnosed with a co-
occurring disorder within a family dynamic. Spencer further reiterated that a therapist 
should maintain a calm demeanor as the family begins to learn about itself as a 
fundamental emotional process. As therapists utilizing BSFT or FFT engage with the 
family, Bowen instructs therapists to move out of the helping position and get the 
families and the affected individuals to accept responsibility for their change.  
Literature Review Related to Key Variables and Concepts 
According to Hawkins (2009), there are many consequences for youth not 
receiving appropriate treatment for their co-occurring disorders. However, the stigma 
associated with mental and SUDs can keep youth and their caretakers from seeking 
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treatment. Caretakers are often anxious about the social implications as well as the 
financial cost of treatment. Therefore, treatment for co-occurring disorders must be 
integrated to address the mental health and SUDs (Hawkins, 2009; Krampe et al., 2013). 
Failure to provide integrated treatment may result in a further intervention that can lead to 
financial burdens on the families of the affected youth (Alkema et al., 2015).  Youth who 
do not receive appropriate treatment will often find themselves facing serious problems to 
include; serious medical and legal problems, incarceration, suicide, school difficulties 
and dropout, unemployment, and poor interpersonal relationships (Hawkins, 2009)  
Other researchers have reported that co-occurring disorders contribute to 
adolescents’ social and academic impairments (Becker et al., 2012; Marshall, Evans, 
Eiraldi, Becker, & Power, 2014). Victimization of youth is a contributing factor in their 
co-occurring disorder diagnosis (Sabri, 2012). To provide effectual treatment for youth 
with co-occurring disorders, clinicians must be competent in the assessment and 
treatment process (Denby et al., 2011). However, Denby et al. (2011) found that 
clinicians reported having limited skills in the treatment of co-occurring disorders in 
youth and would need to increase their knowledge and skills to be competent in the 
delivery of appropriate treatments. Adolescents with co-occurring disorders require 
comprehensive service delivery for an extended period, which will prevent further 
intervention and relapse (Mendenhall, Fontanella, Hiance, & Frauenholtz, 2014). 
BSFT 
BSFT is a short-term family-based intervention program tailored for youth. The 
underlying principle behind BSFT involves youth diagnosed with behavioral problems 
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receiving support from the family while undergoing treatment (Szapocznik et al., 2012). 
According to Robbins et al. (2011), the foremost goal of BSFT is to decrease the 
behaviors that are considered problematic among young people. BSFT uses family 
therapy techniques to enhance the level of interactions among the different family 
factions, consequently increasing positive family relationships (Szapocznik et al., 2012).  
According to Briones, Robbins, and Szapocznik (2013), a strength identified 
within BSFT is the capacity of the model and the therapist to appreciate the existence of 
interdependency among family members, meaning what affects the adolescents within a 
family dynamic also affects the rest of the family members. A second strength that was 
attributed to BSFT was the ability of BSFT to address the pattern of interaction within the 
family system and identifying the cause of the detrimental behavior in the youth. A third 
strength is the adaptability of BSFT in administering intervention programs within a 
family dynamic (Briones et al., 2013).  
Szapocznik et al. (2012) tracked the evolution of BSFT over a period of four 
decades as the theory was used in different family settings with varied racial and ethnic 
backgrounds. The unique structure and programs provided in BSFT make it one of the 
most preferred family-based intervention programs. BSFT is easily implemented with the 
family offering support to the adolescent throughout the entire therapeutic process. Cleek, 
Wofsy, Boyd‐Franklin, Mundy, and Howell (2012) pointed out that getting a family 
engaged throughout the therapeutic process is often as difficult as treating the behavioral 
problems. BSFT has been tailored to engage family members and the affected adolescent 




FFT provides interventions not only to youth but across the family spectrum. 
Antshel (2013) noted that FFT aims at ascertaining whether the relationship at the family 
level promotes positive interaction and growth of the youth before addressing problems 
linked to the behaviors of the youth. FFT interacts with children at the family level 
through a sequential process that includes engaging the entire family, motivating them, 
assessing the level of relations among the family members, introducing intervention 
programs, and finally presenting the concept of generalization among the family 
members (Sexton & Alexander, 2015). Antshel identified the lasting impact that FFT has 
on the behavioral patterns of the adolescents, with behavioral stability being evident even 
after a five-year follow-up.  
Sexton and Turner (2011) studied youth who had been released from the juvenile 
justice system and indicated that FFT is a more effective family-based intervention 
program for treating adolescents identified as having co-occurring disorders compared to 
the use of probation services accessible through the community juvenile justice program. 
After analyzing a group of youth for 12 months after receiving treatment from either 
probation services offered through the community juvenile justice programs or FFT, the 
study concluded that FFT was more effective as compared to the intervention program 
given through probation services (Sexton & Turner, 2011).  
Therapist adherence to the principles of FFT is essential when administering this 
form of treatment (Sexton & Turner, 2011). When there was high therapist adherence to 
the treatment protocol, FFT demonstrated a 21% reduction in misdemeanor recidivism, a 
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30% reduction in violent crime, and a 35% reduction in felonies (Sexton & Turner, 
2011).  
Darnell and Schuler (2015) also reported that FFT has been widely used in a 
variety of community settings and has proven to be effective. However, they caution 
there is little evidence that FFT is successful as an intervention when treating 
racial/ethnic minorities (Darnell & Schuler, 2015). Minority youth are overwhelmingly 
represented in a Juvenile Justice System which typically offers the probation supervision 
and the FFT youth model (Darness & Schuler, 2015). These models show promising 
results in effectiveness with minority youth (Darnell & Schuler, 2015). Despite the 
prevalence of using FFT in community settings, further research is needed to demonstrate 
the effectiveness of the treatment of minority youth (Darness & Schuler, 2015). 
Youth and SUD 
Approximately 67% of the American population who are aged 12 years or older 
consumed alcohol in the year 2014. Of these individuals, 6.4% met the DSM-5 criteria for 
having a SUD (SAMHSA, 2014). While only 15% of the 1.3 million youth diagnosed 
with substance use received treatment for a SUD, the SAMHSA (2014) indicated use of 
illicit drugs among adolescents increased in the last 10 years, rising from approximately 
8.3% (2004) to 10.2% by the year 2014 (SAMHSA, 2014). Previous researchers have 
suggested marijuana is a gateway drug and often leads to an individual wanting to 
increase the level of psychoactive effects (CDC, 2016; USDHHS, 2015). During the last 
decade, there has been a dramatic increase in opioid overdose among adolescents 
(USDHHS, 2015).  
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Factors such as poverty, neglect, and homelessness were fueling the desire for 
youth to engage in illicit drugs as a way of coping with these problems (Belendiuk et al., 
2016; Henggeler & Sheidow, 2012). Major transitions in a child’s life is another factor in 
their drug use (CDC, 2016). Major transitions include experiencing new social situations 
as in the transition from elementary to middle and high schools (CDC, 2016).  
Substance Use Treatment 
Treatment for substance abuse can encompass many components including individual 
and group counseling, inpatient and residential treatment, intensive outpatient treatment, 
peer support, recovery support services, and medication (Centers for Disease Control and 
Prevention, [CDC] 2016). Adolescents are often resistant to treatment, so the burden is 
placed on parents to ensure that they adhere to treatment (Kirby et al., 2015). It is 
essential not only for the adolescent to enter treatment, but to complete the program and 
participate in aftercare services to reduce the likelihood of relapse (Versek et al., 2015). 
Motivational Interviewing (MI) has been a tool that has produced good outcomes at the 
six-month follow-up of adolescent drug users post treatment (Brown et al., 2015). 
However, there was no significant outcomes noted at the twelve-month follow-up (Brown 
et al., 2015).  
Family-based interventions to treat youth substance abuse have been highly 
successful in comparison to individual and group treatment approaches (CDC, 2016; 
Hogue & Liddle, 2009). The causes of adolescent drug abuse vary and include mental 
illness, physical abuse, emotional abuse, trauma, or sexual abuse (Brown et al., 2015). 
Family-based approaches address a wide array of issues within the family structure and 
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help the family recognize the underlying causes and triggers for the adolescent (NIDA, 
2014).  
Illicit drug use amongst adolescents can have a lasting effect on their brain 
development and cause familial and peer relational problems (NIDA, 2014). Family and 
community involvement has been consistently deemed appropriate to address adolescent 
substance abuse issues (Versek et al., 2015). It is the parent’ responsibility to remain 
vigilant when addressing issues of substance use and abuse and not allow adolescents to 
sweep the problem under the rug (Kirby et al., 2015).  
Family therapy models have been successful in the treatment of youth substance 
abuse but do not single out the affected individuals (CDC, 2016). The entire family is 
treated to ensure that they address the problems associated with the substance abuse 
(Kirby, et al., 2015). Substance abuse treatment tailored to individuals and their family is 
imperative (NIDA, 2014). Having a one size fits all approach is not beneficial (NIDA, 
2014). Therefore, even when evidence-based methods are utilized, it is essential for the 
therapist to address the specific needs of the individual family members (NIDA, 2014).  
Furthermore, adolescents not addicted to illegal substances still benefit from 
substance abuse intervention programs (Brown et al., 2015). Substance abuse 
intervention programs typically providing evidence of the consequences of using illicit 
substance uses. This evidence (homelessness, family separation, academic 
underachievement, and juvenile justice interventions) often serves as an effective 
deterrent for youth contemplating this activity (NIDA, 2014).  
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Youth and ADHD 
ADHD is a neuro-developmental disorder diagnosed in youth up to age 12 (CDC, 
2016). The three types of ADHD are: (1) predominantly inattentive presentation. (2) 
predominantly hyperactive-impulse presentation. (3) A combination of inattentiveness 
and hyperactivity-impulsivity (American Psychiatric Association, 2013). There is no 
specific test for the diagnosis of ADHD, so the criteria presented in the DSM-5 must be 
recognized in the displayed behaviors of the youth (CDC, 2016; Felt et al., 2014).  
There are approximately 6.4 million children diagnosed with ADHD (CDC, 2016; 
Felt et al., 2014; Polanczyk, Willcutt, Salum, Kieling, & Rohde, 2014). As of 2014, 6.2% 
of girls and 14.1% of boys are diagnosed with ADHD (CDC, 2016). The annual cost 
associated with ADHD in the United States ranges from $143 to266 billion annually 
(CDC, 2016; Meppelink, de Bruin, & Bögels, 2016).  
Most of the costs are due to adult loss of income (Meppelink, de Bruin, & Bögels, 
2016). However, $38 to 72 billion is related to healthcare and education costs for children 
(Doshi, Hodgkins, Kahle, Sikirrica, Cangelosi, Setyawan, Erder, Neumann, 2012; 
Meppelink, de Bruin, & Bögels, 2016). “Educational-related costs come from children 
receiving special education services, occupational, speech and physical therapy, grade 
retention, disciplinary incidents and school counseling” (Doshi et al., 2012). Between 
30% and 40% of students diagnosed with ADHD require special education services 
(Barkley, 2015). Costs of annual health care for children vary depending on the severity 
of the disorder and range from between $16.97 billion to $25.86 billion annually (Doshi 
et al., 2012).  
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Children with ADHD experience functional impairment in everyday life activities 
(Stern, 2001). Untreated ADHD results in familial and peer relational problems, school 
failure, truancy, and eventually dropping out of school (Chan, Fogler, & Hammerness, 
2016). Adolescent males are at increased risk for delinquent and anti-social behavior 
which have long-term negative consequences including emotional disorders and 
incarceration (Stern, 2001).  
The juvenile justice system was responsible for providing a rehabilitative/ 
medicalization approach which diverted from the punitive features that were faced by 
adults. Community-based programs became the intervention of choice for youth who had 
a mental health diagnosis and exhibited juvenile delinquency. However, as the number of 
community-based programs decreased, the juvenile justice systems detention approach 
became the alternative for these youths.  
The shift from community-based programs to the juvenile justice system was a 
detriment to adolescents because the justice system was not equipped to address the acute 
needs of the adolescents diagnosed with a mental illness (Underwood & Washington, 
2016). The number of adolescents in the juvenile justice system diagnosed with a mental 
illness is consistently higher than that of adolescents not incarcerated (Gilbert, Grande, 
Hallman, Underwood, 2014; Underwood & Washington, 2016). The author’s 
recommended seeking alternatives to incarcerating youth because long-term confinement 
leads to higher incarceration and recidivism rates.  
Community-based programs provide therapists who are more equipped to deal 
with mental health diagnoses as well as being more cost-effective (Underwood & 
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Washington, 2016). Juvenile delinquency approaches, in conjunction mental health 
concerns should include family-based interventions (Underwood & Washington, 2016). 
“The models of treatment are most effective when they involve, thoroughly trained 
professionals, families and youth, are community-based, and deal with problem behaviors 
and stresses as a systemic unit” (Underwood &b Washington, 2016, p. 9).  
ADHD Treatment  
Treatment for ADHD includes behavioral therapy, parent training, and medication 
(CDC, 2016; Felt et al., 2014; Polanczyk et al, 2014). Less than 1 out of 3 children 
receiving treatment for ADHD received the ideal treatment protocol both medication and 
behavior therapy, (CDC, 2016). Approximately nine million children are prescribed with 
medication for their ADHD, yet it is reported that medication is underutilized for children 
diagnosed with ADHD (Hogue, Lichvar, & Bobek, 2016). While the Clinical Practice 
Guidelines of the American Academy of Paediatrics (2011) recommended behavioral 
therapy for children six years of age and younger, the Academy also recommended 
children six years of age and older undergo both behavioral therapy and medications.  
Parent training programs in behavioral therapy provide new skills to parents to 
guide their children in exhibiting appropriate behaviors (CDC, 2016). Parent training is 
essential to reinforce what the child is learning in therapy (Hogue, Lichvar, & Bobek, 
2016). In addition to therapy and medications, there are other ways to manage the 
symptoms associated with ADHD (CDC, 2016; Hogue, Lichvar, & Bobek, 2016). 
Healthy diet, staying active, limiting the use of electronic devices, and getting proper 
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sleep will increase symptom management for adolescents diagnosed with ADHD (CDC, 
2016).  
If adolescent ADHD goes untreated, it may lead to juvenile delinquency and 
substance abuse (Underwood & Washington, 2016). Untreated adolescent ADHD 
presents greater challenges as the adolescent enters adulthood. They may exhibit daily 
functional impairments, leading to the inability to maintain employment (Underwood & 
Washington, 2016).  
Youth with Co-occurring Disorders 
According to the USDHHS (2015), 43% of adolescents in the United States 
receiving mental health services also had a co-occurring SUD. The report further 
indicated that the number of youth diagnosed with a co-occurring disorder were almost 
equal with those of adults, estimated between 50% and 75% (USDHHS, 2015; Bergman, 
Greene, Slaymaker, Hoeppner, & Kelly, 2014). The associated mechanisms in which 
ADHD enhances the chances of an individual developing substance abuse disorder 
include emphasizing self-medication, engaging in risky behaviors, deviant peer 
association, conduct disorder, and academic failure (Krampe et al., 2013).  
ADHD is a strong predictor of developing SUD, and therefore, therapists and 
practitioners should use family-based intervention programs to treat such co-occurring 
disorders (Krampe et al., 2013). Youth diagnosed with ADHD are almost two times more 
likely to be diagnosed with alcohol use disorder than children who do not have ADHD 
(Belendiuk, Pedersen, King, Pelham & Molina, 2016; Charach, Yeung, Climans, & 
Lillie, 2011). The documented co-morbidity linked between ADHD and SUD 
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necessitates that ADHD is integrated into psychiatric, addictive, educational, cognitive, 
social, and family evaluation and made available for adolescents (Krampe et al., 2013).  
Substance use by individuals who have mental health problems cause societal 
health burdens, specifically increased healthcare costs (SAMSHA, 2014; Williams, 
Steinberg, Griffiths, & Cooperman, 2013). Preventive measures for both SUDs and 
mental health disorders may go a long way in improving the physical and behavioral 
health of American citizens (SAMSHA, 2014; Schoenwald, Chapman, Henry, & 
Sheidow, 2012). The SAMSHA (2014) indicated that individuals diagnosed with mental 
health disorders have a higher risk of SUDs compared with individuals who are not 
affected by a mental health disorder. By the year 2014, 18.2% of adolescents diagnosed 
with mental illness also used illicit drugs (SAMHSA, 2014). In addition to illegal drugs, 
individuals diagnosed with co-occurring disorders also register the highest rate of tobacco 
use (Goodwin, Sheffer, Chartrand, Bhaskaran, Hart, Sareen, & Bolton, 2014; Prochaska, 
Fromont, Wa, Matlow, Ramo, & Hall 2013SAMSHA 2014). 
Treatment for Co-Occurring SUD/ADHD  
The available treatment models for adolescents are not well developed as 
compared to treatment models available for adults (Alkema et al., 2015; USDHHS, 
2015). Treatment options focus on either the substance use or the mental health disorder 
but not both (USDHHS, 2015; Bergman, Greene, Slaymaker, Hoeppner, & Kelly 2014). 
The USDHHS (2015) indicated that youths with both mental health disorders and a SUD 
but only received treatment for their mental health disorder showed significant 
improvement in mental health, but not in substance use. Conversely, youth who received 
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treatment for SUD and not mental health intervention showed significant recovery in 
SUD but not in mental health (USDHHS, 2015). The authors determined there are unmet 
intervention needs for adolescents diagnosed with both mental health and SUD 
(USDHHS, 2015). The USDHHS concluded that efforts be channeled towards improving 
the intervention programs targeting adolescents with co-occurring disorders by 
eliminating barriers that may hinder suitable provision of care and intervention services.  
There are various treatment protocols available to treat youth who have been 
diagnosed with ADHD and SUD. Sexton and Turner (2011) stated with juvenile crime 
rising, an effective intervention program for treating adolescent youth diagnosed with co-
occurring disorders needs to be identified. Shepler et al. (2009) conducted a study 
comparing integrated co-occurring treatment (ICT) and nonintegrated treatment (TSS) to 
determine which intervention is more effective treating adolescents diagnosed with a co-
occurring disorder. To provide services to adolescents diagnosed with substance abuse 
and mental health disorders, ICT utilizes an integrated treatment approach that 
incorporates an intensive home-based method of service delivery. According to Shepler 
et al. (2009), ICT provides a pro-social recovery environment for adolescents through the 
establishment of positive connections, functional success, strategic accommodations, 
relational support, adaptive skills, and emotional coping strategies on behalf of both the 
youth diagnosed with co-occurring disorders and their families. Shepler et al. (2009) 
concluded ICT is more effective as compared to TSS.  
TAU is another approach used to treat youth diagnosed with ADHD and SUD. 
TAU includes various interventions such as outpatient therapy, group therapy, parent 
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training groups, nonmanualized family therapy, and case management (Robbins et al., 
2011). The participant is only required to engage in one of the interventions weekly 
(Robbins et al., 2011). A randomized study was conducted to determine the effectiveness 
of BSFT compared to TAU. The study examined intervention treatments in eight 
community treatment sites for adolescents diagnosed with having SUD. The 
randomization of the program included the incorporation of adolescents from various 
backgrounds including Black, Hispanic, and White adolescents, as well as different 
therapists from the agencies who were involved in the treatment of TAU or BSFT. The 
researchers concluded BSFT was more effective when compared to TAU relative to 
adolescent and family member engagement (Robbins et al., 2011). Additionally, BSFT 
was more efficient as compared to TAU in retaining family members as well as in 
improving parent’s reports of family functioning.  
Henggeler and Sheidow (2012) set out to determine the effectiveness of family 
therapies among the youth who had previously treated for delinquency and conduct 
behaviors. They observed family-based therapies are effective in changing the at-risk 
behaviors among adolescents. Some of the assessed family-based therapies included 
Multidimensional Treatment Foster Care, Multi-Systemic Therapy, and FFT, and to a 
lesser extent BSFT, due to it being an emerging model to treat youth with substance 
abuse disorders. The researchers concluded family-based therapies are successful in 
addressing antisocial behavior in adolescents (Henggeler & Sheidow, 2012). However, 
the researchers did not conduct a comparative analysis to determine which therapy was 
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most effectual and there was not enough available research to determine if BSFT would 
produce similar results.  
Assessment and Treatment Issues 
The first step to addressing the problem of co-occurring disorders in youth is to 
have an appropriate assessment conducted (Lichtenstein, Spirito, & Zimmermann, 2010). 
However, clinicians admitted having a formal assessment process for the diagnosis of co-
occurring disorders (Hulvershorn et al., 2015; Lichtenstein et al., 2010). An effective 
treatment program to address co-occurring disorders in youth includes an appropriate 
assessment, parent involvement, and specifically tailoring interventions for the youth 
(Hulvershorn et al., 2015). Failure to adequately assess and treat youth with co-occurring 
disorders may result in significant problems including school failure, criminal activity, 
high-risk sexual behaviors, familial conflict, and poor social relations (Hulvershorn et al., 
2015; Lichtenstein et al., 2010). Mental health and substance use problems have 
historically been treated separately (Priester, Browne, Iachini, Clone, DeHart, & Seay, 
2016). Integrated treatment is the preferred intervention to address the mental health and 
substance use problem simultaneously (Priester et al., 2016; SAMSHA, 2014).  
According to Lichtenstein et al. (2010), many general psychotherapists do not 
have the skills to treat youth diagnosed with co-occurring disorders. Although substance 
abuse issues are identified they often go untreated (Lichtenstein et al., 2010). When there 
are limited or ineffective services, while the primary presenting disorder is treated the co-
occurring mental health concerns are neglected (Lichtenstein et al., 2010). Failure to 
adequately assess and treat youth with co-occurring disorders also results in high rates of 
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incarceration due to their delinquent behaviors (SAMSHA, 2015). It is more expensive to 
incarcerate youth for their delinquent actions rather than to address the cause of their 
behaviors in a community-based program (Underwood & Washington, 2016). Family-
based interventions such as BSFT and FFT are effective interventions for youth 
diagnosed with co-occurring disorders, thereby eliminating the need for higher-level 
interventions (CDC, 2016; Hogue & Liddle, 2009). 
Summary 
There is a public health need to increase the availability of effective treatment 
programs for youth with co-occurring disorders (Chapman & Schoenwald, 2012). 
According to SAMHSA (2014), approximately 66.6% of the US population who are aged 
12 years or older indulged in alcohol in the year 2014. Moreover, 6.4% of these 
individuals met the DSM-5 criteria for SUD (SAMHSA, 2014). The SAMHSA report 
further indicated that the use of illicit drugs among youth increased significantly in the 
last ten years from approximately 8.3% to 10.2% by the year 2014, with nearly 1.3 
million youth diagnosed with SUD. Only 15% of the 1.3 million youth diagnosed with 
SUD received treatment for the SUDs (SAMHSA, 2014).  
According to SAMHSA (2014), approximately 66.6% of the U.S. population who 
are aged 12 years or older indulged in alcohol in the year 2014. Moreover, 6.4% of these 
individuals met the DSM-5 criteria for SUD (SAMHSA, 2014). The SAMHSA report 
further indicated that the use of illicit drugs among youth increased significantly in the 
last 10 years from approximately 8.3% to 10.2% by the year 2014, with nearly 1.3 
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million youth diagnosed with SUD. Only 15% of the 1.3 million youth diagnosed with 
SUD received treatment for the SUDs (SAMHSA, 2014).  
Although co-occurring disorders in youth continue to rise, there are challenges to 
addressing the urgency of this issue (Boger et al., 2014; Chapman & Schoenwald, 2012). 
There are documented limitations to providing evidence-based treatment services and 
consequently clinicians continue to provide ineffective treatment (Boger et al., 2014; 
Chapman & Schoenwald, 2012). Henggeler and Sheidow (2012) pointed out factors such 
as poverty, neglect, and homelessness as leading factors that were fueling the desire for 
the youth to engage in illicit drugs as a way of coping with these problems. Many youths 
diagnosed with SUD are diagnosed concurrently with a mental health disorder 
(Henggeler & Sheidow, 2012). Since developers of family-based intervention programs 
have capitalized on many decades of research on intervention programs in BSFT and 
FFT, such knowledge should be used to address co-occurring disorders such as ADHD) 
and SUD (Henggeler & Sheidow, 2012). 
While co-occurring disorders in youth continue to increase, there are challenges to 
addressing the urgency of this issue (Chapman & Schoenwald, 2012). Various 
interventions can be used to treat adolescents diagnosed with the co-occurring disorders 
of ADHD and SUD, however, there is limited availability of evidence-based treatment 
services and subsequently clinicians continue to provide ineffective treatment (Chapman 
& Schoenwald, 2012; Zaso, Park, & Antshel, 2015). Despite the fact BSFT and FFT are 
two widely used evidence-based family therapies utilized to treat adolescents with a co-
occurring disorder, the effectiveness of BSFT compared to FFT has not been replicated. 
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Whereas BSFT and FFT have both been effective in treating youth with co-occurring 
disorders, a comparative analysis of the two treatment protocols has not been conducted 
to determine which is more effective. These findings can be used by clinicians when 
deciding on an effective treatment protocol for youth diagnosed with ADHD and SUD. 
Additionally, the individual and community implications for positive social change help 
minimize relapses and further treatment.  
To address the gap in the literature relative to the effectiveness of BSFT and FFT, 
a quantitative study was conducted. The study utilizes secondary data to conduct a 
comparative analysis of the two treatment protocols for youth having completed either 
program in the past three years. Chapter three includes a discussion on the methodology 
used to develop a comparative examination of BSFT and FFT. Additionally, Chapter 3 
includes discussion of (a) the research methodology, (b) the research design, (c) design 
appropriateness, (d) data collection process, (e) data instrumentation, (f) analysis, and (g) 
validity and reliability. Chapter 3 concludes with a summary of the topics discussed. 
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Chapter 3: Research Method 
Introduction 
There is a serious health concern in the United States regarding the 1.3 million 
youth diagnosed with substance abuse disorders as only 15% of these youths receive 
treatment for the syndrome (Krampe et al., 2013; SAMSHA, 2015). According to the 
USDHHS (2015), in 2015, 43% of adolescents in the United States receiving mental 
health services had a co-occurring SUD. They indicated that the percentage of youth 
diagnosed with co-occurring disorders was almost equal to adults (estimated between 
50% and 75% respectively; Bergman et al., 2014; USDHHS, 2015).  
Adults began receiving treatment for co-occurring disorders since the 1980s, but it 
was not until recently that youth are diagnosed and treated for co-occurring disorder 
(Anderson, 2008). Evidence-based treatment protocols for adults with co-occurring 
disorders improved in the 1990s when programs began to incorporate assertive outreach, 
motivational interventions, and cultural competence areas to their treatment plans 
(Anderson, 2008). A comprehensive strategy was later initiated to address both the 
mental health and SUDs rather than treating them separately (USDHHS, 2002).  
Controlled studies of outpatient treatment for adults with co-occurring disorders 
have also been refined and currently there are various evidence-based treatment protocols 
utilized to treat adults (Horsfall, Cleary, Hunt, & Walter, 2009; USDHHS, 2015). 
Treatment protocols for adolescents are not as developed as treatment models available 
for adults (CDC, 2016; USDHHS, 2015). This study was conducted to explore whether 
there are differences in the effectiveness of BSFT and FFT with youth diagnosed with 
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ADHD and SUD. Both therapies have been proven effective in separate cases, yet 
clinicians cannot make informed decisions on which protocol provides better results for 
their adolescent clients, due to limited evidence-based research (Baldwin, Christian, 
Berkeljon, & Shadish, 2012; USDHHS, 2015).  
Although there is evidence that both forms of action are successful in treating 
youth with co-occurring disorders (CDC, 2015; SAMSHA, 2015), I have been unable to 
find evidence of a comparative analysis between the two treatments. This analysis 
clarified for clinicians what approach provides better results in this population. This 
research provides an alternative approach relative to treatment of youth with co-occurring 
disorders. In addition, the social change implications increase the effectiveness of the 
treatment received by youth.  
In this chapter, I restate the research questions and provide the purpose and 
significance of this study. This following chapter will include a discussion of my role as 
the researcher in the study, the study’s methodology, and any bias and limitations. 
Finally, this chapter concludes with a summary of the most important points of the 
chapter. 
Research Design and Rationale 
A quantitative methodology was used to study the relationship between the 
independent variable (the type of therapy used, BSFT or FFT) and the binary dependent 
variable of discharge status (unsuccessful or successful). This study utilized a 
correlational research design of a cross-sectional nature and secondary data. A cross-
sectional correlational design using secondary data was most appropriate because I 
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looked at the relationships between the variables using archival data from ASBI gathered 
at one point in time (Allwood, 2012; Creswell, 2009).  
A quasi-experimental, case-control design was not considered appropriate due to 
the nonrandomization of the participants (Creswell, 2009). Case-control studies are 
nonrandomized experimentations that compare two similar but different groups within 
the same population. In this case, the participants diagnosed with a co-occurring disorder 
already received treatment in either BSFT or FFT.  
The archival data were maintained by ASBI as part of its ongoing quality control 
and program evaluation efforts. This archival data provided an opportunity to study the 
correlation of BSFT and FFT on successful or unsuccessful discharge status. This study 
will assist practitioners when deciding which form of therapy is more effective in youth 
diagnosed with co-occurring disorders.  
Methodology 
Population 
ASBI is an organization founded by myself and three partners and is in Hampton 
Roads Virginia. The organization offers an extensive array of services to adolescents and 
adults. The services provided include mental health skill building, intensive in-home, 
therapeutic day treatment, substance abuse and co-occurring disorders treatment, and 
outpatient therapy. For this study, I focused on the co-occurring disorders treatment for 
adolescents. According to the Virginia Department of Juvenile Justice (2016) Data 
Resource Report, 67.5% of juvenile intake cases were male and 32.5% were female. 
Consequently, there are a limited number of female participants referred for treatment 
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and as result female clients and their family members are not seen in a group setting but 
instead seen individually. Therefore, the study only used data from male clients. 
The age range of adolescents serviced at ASBI is 14 to 17 years old. The 
organization offers BSFT and FFT to treat the co-occurring disorders for adolescents. 
Both forms of therapies include 12 sessions over a 6-week period. There are two 2-hour 
sessions per week. The first session is an adolescent group session and the second session 
is an individual session with the adolescent and their family members. One of four 
licensed professional counselors who are also certified substance abuse counselors 
provide the treatment. Participant assignment to a specific group is based on the 
information derived from the comprehensive clinical assessment.  
This analysis is facilitated via chart review. The sample is derived from the ASBI 
clients who participated in either BSFT or FFT treatment. The participants selected for 
the sample must meet the following two criteria: (a) 14 to 17 years of age and (b) 
diagnosed with co-occurring ADHD and SUD. This study included all clients who met 
the criteria.  
Sampling and Sampling Procedures 
This study utilized a chart review to gather and quantify the data to determine if 
there was a difference in the effectiveness of BSFT and FFT on youth with co-occurring 
diagnoses of ADHD and SUD. The sample for the study consisted of ASBI clients, 
between the ages of 14 and 17, diagnosed with co-occurring ADHD and SUD. The 
selection of teenage clients with co-occurring ADHD and a SUD is appropriate for a 
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study that compares two types of family treatment for teenagers who exhibited a co-
occurring disorder. 
The sample size was calculated using G* Power 3.1.9.3 (descriptive frequencies, t 
test, and multiple logistic regression). The study included a power of 80% and a 
significance level of 5% for the a priori power analysis, degrees of specificity that are 
consistent with generally accepted statistical practices (Murphy, Myors, & Wolach, 
2014). Satisfactory sample size for this study required a minimum of 194 participants 
combined. With 392 participants combined, the study has a statistically acceptable 
sample size.  
Archival Data Collection 
As a co-owner of the organization ASBI, I have received written cooperation 
agreement from my partners to utilize the existing data in the organization for this study 
(Appendix A). The archival data utilized for this study were coded in an Excel 
spreadsheet (by an employee of the organization) and were then imported into SPSS for 
data analyses. The dataset did not include the participants identifying information. To 
determine the type of treatment the youth received and if the youth successfully or 
unsuccessfully completed treatment, data were retrieved from the comprehensive clinical 
assessments and discharge summaries. All information was converted to quantitative 
data. 
The administrative assistant for the substance abuse department retrieved all the 
relevant archived files and removed all identifying information of the participants to 
ensure confidentiality. She assigned each participant a number. The participants were 
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represented by numbers in all related documentation (example 1, 2, 3) and no client 
names were associated with the data. An analysis was done of all existing chart data and 
was input into an Excel spreadsheet. The spreadsheet included the following information: 
age, gender, ethnicity, diagnosis, type of treatment, and successful or unsuccessful 
discharge. The Excel spreadsheet was password protected by the administrative assistant 
and was provided only to me as the researcher. While no other employee at ASBI had 
access to the spreadsheet used for this study, the original files are available to the 
employees for purposes of ASBI work-related activities. 
To ensure the data were input into the Excel spreadsheet accurately, the 
administrative assistant put the information into two separate spreadsheets and used a 
double entry software program to ensure that both spreadsheets were exact duplicates. 
This approach also ensured that I remained unaware of the identities of the participants. 
The administrative assistant was provided with the headers needed for the Excel 
spreadsheet. They included Type of therapy (BSFT and FFT), Age (14-17), Race (White, 
Black/African American, Hispanic/Latino, Mixed race, Unknown), Type of drug used 
(Alcohol, Marijuana, Cocaine, Methamphetamine, Heroine, Polysubstance Use [3 or 
more substances], other), and lastly, Discharge Status (unsuccessful or successful). She 
was instructed to use only the choices provided to her. An example of the spreadsheet 





Figure 1. Excel spreadsheet sample.  
 
Instrumentation and Operationalization of Constructs 
Instrumentation 
I did not utilize a specific instrument to collect data for this study as all data for 
the study were archival data collected from ASBI Community Services comprehensive 
clinical assessments and discharge summaries. ASBI adheres to a strict quality assurance 
policy set forth by the licensing agency Virginia Department of Behavioral Health and 
Developmental Services (DBHDS). All documents must be reviewed and approved by a 
licensed mental health professional (LMHP) before the document is placed in the chart. 
This quality assurance process ensures information contained in all documentation is 
accurate. The administrative assistant utilized an Excel spreadsheet that contained the 
headers of the information required for this study. The data gathered from the chart were 
clear and concise, and consequently she did not have to interpret the data, just copy them 









 Mixed race, Unknown
Type of Drug Used
Alcohol, Marijuana, Cocaine, 
Methamphetamine, Heroine, 







The independent variables in this study were the type of therapy (BSFT and FFT), 
age at the time of admission, race, and type of drug used. I am not controlling for specific 
variables because I examined the potential relationships of the independent variables to 
the dependent variables in the study. The dependent variables are 0 = unsuccessful 
discharge and 1 = successful discharge. If a participant successfully completed either 
BSFT or FFT, this means they met all the program requirements. The program 
requirements are as follows: (a) participates in all individual and family sessions (with 
not more than two excused absences), (b) treatment compliance to include completing all 
objectives and assignments, (c) actively participates in meetings, and (d) have a negative 
result for all substance abuse screenings. An individual who received an unsuccessful 







Type of therapy (IV) 0=Brief Strategic Family Therapy (BSFT) 
1=Family Function Therapy (FFT) 
  
Age (Demographic; IV) Actual age at the time of admission 
  















Therapy Discharge Status (DV) 0=unsuccessful 
1=successful 
 
Data Analysis Plan 
I used three statistical processes to measure the differences in the outcomes of 
BSFT and FFT. First, descriptive statistics (frequencies) were used to describe the 
population and the distributions of the independent and dependent variable across 
categories in the population. Descriptive statistics are used to describe the data in the 
study (Etchegaray & Fischer, 2009).  
The descriptive statistics showed the distribution of youth in each treatment 
category and the distribution of the youth successfully or unsuccessfully discharged as 
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well as each demographic variable collected (IVs). A t-test analysis was performed to 
determine if there were any statistically significant differences in a dependent variable 
between categories of an independent variable (such as ethnicity: White vs. non-White; 
Allwood, 2012). Lastly, multiple logistic regression was conducted to provide an analysis 
of the dependent variable. An OR was generated to determine the predictive relationship 
between the independent variables and the dependent variables.  For this study, IBM 
SPSS Statistics 25 was the software package used for the data analysis.  
Threats to Validity 
Internal Validity 
Internal validity is concerned whether there is a casual relationship between the 
independent variable and dependent variables. The goal of internal validity is to verify if 
the observed changes can be attributed to independent variables or from other causes. 
Internal threats to validity include the disparate selection of subjects, pretest bias, flawed 
data collection, or statistical regression (Gibbert & Nair, 2013). All participants who were 
selected for this study meet the following criterion: (1) 14-17 years of age and (2) 
diagnosed with co-occurring ADHD and SUD. Furthermore, the participants were not 
aware that the study was conducted. Only archival ASBI data was used to ensure strict 
data collection and storage, consistent with the procedure outlined by the licensing 
agency, DBHDS. I was not part of the treatment process for any of the participants. 
Therefore, I have no bias for or against any participant. The therapists who treated the 
participants have active licenses as a Licensed Professional Counselors (LPCs), Licensed 
Clinical Social Workers (LCSWs) and Certified Substance Abuse Counselors (CSACs). 
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Additionally, they have received training in integrated treatment for co-occurring 
disorders. Consistent data collection procedures minimized any threats that may affect the 
results. 
The administrative assistant who coded the data had no impact on the data 
reliability or validity. She had access to the data due to her daily work functions. 
However, her role is limited to precisely entering data into the computer provided by the 
licensed mental health professionals. The administrative assistant receives bi-annual 
training to ensure continuing education on the rules and regulations set forth by the 
licensing agency. To date, the administrative assistant has always received satisfactory 
employee evaluations, and has no adverse corrective actions placed in her employee file. 
Therefore, she was the ideal candidate to assist with the coding process as she pays close 
attention to detail in all her daily job responsibilities.  
External Validity 
The goal of external validity is to determine the extent by which changes 
associated with a dependent variable can be generalized across the population and in 
other settings (Creswell, 2009; Giggert & Nair, 2013). External threats to validity include 
selection biases, the effect of the procedures, or interference (Giggert & Nair, 2013). All 
the archival data used was collected from ASBI. In addition, all the participants included 
in the study, live in the Hampton Roads area which consist of seven cities: Chesapeake, 
Hampton, Newport News, Norfolk, Portsmouth, Suffolk, and Virginia Beach. There is no 
reason to assume that the location or any interaction with the agency biased the results in 
any way. However, taking residence into account, other agency participants may have 
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different characteristics from the ones used in this study. Therefore, caution should be 
used when generalizing the results (Campbell & Stanley, 1963; Frankfort-Nachmias & 
Nachmias, 2008). The results of this study may promote further research in other cities 
across the country. 
Content Validity  
Content validity refers to whether the documents used to measure constructs are 
relevant to the objectives and learning outcomes (Rutherford-Hemming, 2015). This 
study used comprehensive clinical assessments and discharge summaries to determine if 
BSFT or FFT produce more favorable outcomes for youth diagnosed with ADHD and a 
SUD. The comprehensive clinical assessment includes all relevant information related to 
the youth’s diagnosis, current and past treatment, as well as family dynamics that may 
affect their co-occurring disorders. The discharge summary provided detailed information 
regarding the successful or unsuccessful discharge status and the reason. The outcome 
based on the following criteria: 1-participates in all individual and family sessions (with 
not more than 2 excused absences), 2-treatment compliance to include completing all 
objectives and BN3assignments, 3- actively participant in session, 4-have a negative 
result for all substance abuse screenings.  
Ethical Procedures 
As a co-owner of the organization ASBI, I obtained a cooperation agreement 
signed by my three partners to utilize the existing data in the organization for this study. 
The three partners were provided with a copy of my approved prospectus for review to 
provide clarity on the scope of the data used in the study. The three partners separately 
50 
 
stated that they understood the scope of the data being used and verbalized their 
willingness to allow me to use the data. I have attached the Cooperation Agreement (see 
Appendix A) for this purpose.  
 While the youth in this study are considered protected groups of participants, I 
utilized existing (secondary) data and therefore informed consent was not needed from 
them nor their parents. This research meets the criteria for an Expedited Review 
Procedure by the IRB because the “research involves materials (data, documents, records, 
or specimens) collected, or was collected solely for nonresearch purposes” (45 CFR 
46.110 and 21 CFR 56.110, 2009). Moreover, this research poses no threat to human 
subjects because I only used archival data.  
As a Licensed Professional Counselor and an owner of ASBI, I adhered to the 
Hospital Insurance Portability and Accountability Act requirements set forth by the 
licensing agency and by the American Counseling Association (ACA) Code of Ethics 
which both require that I maintain the confidentiality of all client records. It is a 
requirement that the parents/guardians of all youth who enter treatment receive and sign a 
Notice of Privacy Practices as this explains the use of Protected Health Information 
(PHI). The document provides details on how the youth’s information has remained 
confidential which permits the use of the PHI without authorization. I have attached a 
copy of the Notice of Privacy Practices (see appendix B) for Institutional Review Board 
(IRB) review.  
The secondary data is safely secured in a locked file room that only the 
administrators with keys have access. ASBI has a strict policy of confidentiality that was 
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instituted by their licensing agency DBHDS. To ensure that all ethical concerns have 
been addressed and minimized, I requested permission from the Institutional Review 
Board (IRB) to conduct this study. The IRB was satisfied that I am abiding by the 
research code of ethics and therefore granted me permission to begin my study. After 
obtaining IRB approval, the administrative assistant began retrieving the relevant files 
and entering the required information into the provided excel spreadsheet. The IRB 
approval number for this study is 12-11-17-0060902. 
According to the American Counseling Association (ACA) code of ethics (2014), 
code F.3.a. regarding extending Conventional Supervisory Relationships, the code states 
that “counseling supervisors clearly define and maintain ethical professional, personal, 
and social relationships with their supervisees. Supervisors consider the risks and benefits 
of extending current supervisory relationships in any form beyond conventional 
parameters. In extending these boundaries, supervisors take appropriate professional 
precautions to ensure that judgment is not impaired and that no harm occurs”. To ensure 
that I was ethical in seeking the assistance from the administrative assistant to gather the 
information for this study, I informed that participation was not mandatory and that it was 
not a function of her normal administrative activities. I paid her for her assistance in 
gathering the information as the work was performed outside of normal business hours. 
Since the administrative assistant had access to all the client records that were utilized to 
perform her daily job tasks, there was no breach of confidentiality to persons outside of 
the agency. She signed a confidentiality agreement (see Appendix C) to ensure the 




This chapter introduced and justified the research design and rationale for this 
study. In addition to the appropriateness of utilizing a quantitative approach to obtain 
numerical data regarding the relationship of BSFT and FFT on the successful or 
unsuccessful discharge of youth who have a co-occurring mental health and substance 
abuse diagnosis. The results of this study could be valuable to clinicians in making 
informed decisions about treatment for youth diagnosed with co-occurring disorders. This 
chapter also provided details on the data collection process and participants for the study. 
No data collection began until IRB approval. The next two chapters discuss the results of 
the study and a summary of how these results address the gap in the current literature. 




Chapter 4: Results 
Introduction  
The purpose of this study was to quantitatively examine the relationships between 
type of family therapy (BSFT or FFT), demographic factors (age, race, type of drug 
used), and therapy discharge status (successful or unsuccessful) in male youth with a co-
occurring disorder of ADHD and SUD. The null hypothesis for the study stated there 
were no statistically significant relationships between the independent variables of age, 
ethnicity, type of drug used, and type of therapy and the dependent variable of discharge 
status. The purpose of this chapter is to summarize the descriptive and inferential findings 
from statistical analyses and to utilize results to inform the decision as to whether to fail 
to reject (retain) or reject the null hypothesis.  
Data Collection 
There were no discrepancies in the collection of data from the plan presented in 
Chapter 3. I received written cooperation agreement from ASBI, located in Hampton 
Roads Virginia, to use existing data (see Appendix A). Upon IRB approval, I requested 
that an ASBI employee retrieve pertinent data from password-protected and encrypted 
computer files of comprehensive clinical assessments and discharge summaries. Selected 
were male youth who met study criteria (i.e., had a diagnosis of ADHD and a co-
occurring substance abuse disorder, were between the ages of 14 and 17, and had 
received BSFT or FFT). In December 2017, upon receipt of Walden IRB approval, the 
ASBI employee converted Word data to numerical data and entered these data into an 
54 
 
Excel spreadsheet. No identifying information was included in the dataset. Excluded 
from the data were any potential participants who did not meet criteria. 
Data retrieval, transfer, organization, coding, and analyses initiated in December 
2017, one day after receiving IRB approval, and was completed in March 2018. I first 
transferred the data from an Excel spreadsheet to a Statistical Package for the Social 
Sciences version 25.0 (SPSS 25.0) data file. A review of the data revealed that four 
participants were polydrug users. As the sample size of four was too small to include as 
an individual group for statistical analyses and as this group was not combined with 
another drug group, these data were removed. The final sample size was N = 392, 99.0% 
of the original sample.  
Results 
Sample Demographics  
The participant data were accessed using archival data from the years 2014 
through 2017 from a mental health agency in Hampton Roads Virginia. As archival data 
were utilized, informed consent from individuals was not required. The sample size was 
N = 392. A post hoc power analysis for multiple logistic regression was conducted to 
determine the achieved power. This is the power analysis used for hypothesis testing. 
Power was calculated using G* Power 3.1.9 (Faul, Erdfelder, Buchner, & Lang, 2007). 
The test was two-tailed. The OR, an indicator of effect size, was set to medium OR = 
2.30. The Pr(Y=1|X=1) H0 was set to 0.30, the significance (α) was set to p < .05, the 
sample size was set to 392, and the R2 for other X was set to .25. Results from the post 
hoc power analysis showed that the achieved power was .99 (Figure 2). 
55 
 
z tests - Logistic regression 
Options: Large sample z-Test, Demidenko (2007) with var corr  
Analysis: Post hoc: Compute achieved power  
Input: Tail(s)   = Two 
 Odds ratio  = 2.30 
 Pr(Y=1|X=1) H0 = 0.30 
 α err prob  = 0.05 
 Total sample size = 392 
 R² other X  = .25 
 X distribution  = Normal 
 X parm μ  = 0 
 X parm σ  = 1 
Output: Critical z                    = 1.96 
Power (1-β err prob)             = 0.99 
 
Figure 2. Post hoc power analysis using G*Power (Faul et al., 2007) 
 
I conducted descriptive statistics on the study/participant variables, presented in 
Table 2. Of the 392 participants, 190 received BSFT, and 202 received FFT. Over a third 
of the male youth were 16 (n = 123, 31.4%) or 17 (n = 132, 33.7%), while 88 (22.4%) 
were 15, and 49 (12.5%) were 14. The mean age of the youth was 15.86 years (Md = 
16.00 years, SD = 1.02 years). Almost half (n = 193, 49.2%) of the male youth were 
Black/African American. The ethnicity of the remaining male youth was 
White/Caucasian (n = 123, 31.4%), Hispanic/Latino (n = 61, 15.6%), and mixed-
race/other (n = 15, 3.8%). Marijuana was the most common drug of choice, used by 263 
(67.1%) of the youth, followed by stimulants (cocaine/methamphetamine; n = 52, 
13.3%), alcohol (n = 44, 11.2%), and heroin (n = 33, 33.7%). Most of the male youth had 













Type of Therapy   
BSFT 190 48.5 
FFT 202 51.5 
   
Age   
14 49 12.5 
15 88 22.4 
16 123 31.4 
17 132 33.7 
   
Ethnicity   
White/Caucasian 123 31.4 
Black/African American 193 49.2 
Hispanic/Latino 61 15.6 
Mixed Race/Other 15 3.8 
   
Type of Drug   
Alcohol 44 11.2 
Marijuana 263 67.1 
CNS Stimulants (cocaine, methamphetamine) 52 13.3 
Heroin 33 8.4 
   
Discharge Status   
Successful 324 82.7 





Descriptive Statistics of Study Participants by Therapy Group (N = 392) 
 
BSFT 
n = 190 
FFT 






















15 46 24.2 42 20.8 
16 62 32.6 61 30.2 
17 61 32.1 71 35.1 
     
Ethnicity     
White/Caucasian 60 31.6 63 31.2 
Black/African American 93 48.9 100 49.5 
Hispanic/Latino 27 14.2 34 16.8 
Mixed Race/Other 10 5.3 5 2.5 
     
Type of Drug     
Alcohol 22 11.6 22 10.9 
Marijuana 124 65.3 139 68.8 
CNS Stimulants (cocaine, methamphetamine) 30 15.8 22 10.9 
Heroin 14 7.3 19 9.4 
     
Discharge Status     
Successful 154 81.1 170 84.2 




I calculated age, ethnicity, type of drug used, and discharge status descriptive 
statistics for participants according to type of therapy received (i.e., BSFT, FFT). Table 3 
presents the descriptive statistics. The mean age of the youth who received BSFT (n = 
190) was 15.86 years (SD = 1.00 year), and the mean age of the youth who received FFT 
(n = 202) was 15.87 years (SD = 1.05 years). Overall, the two groups of male youth were 
similar regarding age, ethnicity, type of drug used, and discharge status.  
Independent samples t tests. The purpose of independent-samples t test is to 
determine if two groups (of people, interventions, etc.) have statistically significant 
different dependent variable mean scores (Delacre, Lakens, & Leys, 2017; Field, 2013; 
Lakens, 2017). Certain assumptions to the data must be met for independent samples t 
tests (Delacre et al., 2017; Field, 2013). One assumption is that the independent variable 
is dichotomous, that is, the variable has two categories (Delacre et al., Field, 2013). This 
assumption was met, as the independent variables were (a) family therapy type, coded as 
0 = BSFT and 1 = FFT; (b) race, coded as 0 = White/Caucasian and 1 = non-
White/Caucasian; and (c) type of drug used, where 0 = alcohol and 1 = other drug (i.e., 
marijuana, cocaine/methamphetamine, heroin). Another assumption is that the dependent 
variable is interval- or ratio-coded (to have mean scores; Delacre et al., 2017; Field, 
2013). The dependent variable in this study was discharged status, coded as 0 = 
unsuccessful discharge and 1 = successful discharge. As the dependent variable was 
dichotomously coded, the second assumption was not met.  
The assumption of an interval- or ratio-coded dependent variable is linked with 
two other significant assumptions. One is that the dependent variable has a normal 
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distribution of data around the mean (Delacre et al., 2017; Field, 2013; Rusticus & 
Lovato, 2014). I calculated the z-skewness value (i.e., skewness/skewness standard error) 
and conducted a Shapiro-Wilk test to determine if the dependent variable of discharge 
status met the assumption of normality. A z-skewness value greater than +/-1.96 and a 
statistically significant Shapiro-Wilk test indicates a violation of the normality 
assumption (Field, 2013; Rusticus & Lovato, 2014). The z-skewness value was 14.06 and 
the Shapiro-Wilk test was statistically significant, W (392) = .458, p < .001. The 
discharge status variable violated the assumption of normality.  
An assumption for independent samples t test is the homogeneity of variances 
(Delacre et al., 2017; Field, 2013; Rusticus & Lovato, 2014). The homogeneity of 
variance assumption is that the two independent variable groups have equal distributions 
of dependent variable scores around the mean (Delacre et al., 2017; Field, 2013). There 
are specific data factors that increase the likelihood of violating the homogeneity of 
variances assumption (Delacre et al., 2017; Field, 2013; Rusticus & Lovato, 2014). One 
data factor is the use of a dichotomous dependent variable (Delacre et al., 2017; Field, 
2013). Another data factor is unequal independent variable sample sizes (Delacre et al., 
2017; Field, 2013; Rusticus & Lovato, 2014). The use of an independent variable with 
unequal cell sizes per category is not only a concern regarding the homogeneity of 
variance assumption, it is a concern when interpreting findings. As stated by Delacre et 
al. (2017), “if the sample sizes differ across independent variable groups,” results can be 
“severely biased and lead to invalid statistical inferences” (p .94). Rusticus and Lovato 
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(2014) further stated that “unequal sample sizes paired with unequal variances” have a 
“substantial impact on power” (p. 7).  
 A Levene’s test of homogeneity of variances was conducted to test if the 
homogeneity of variances assumption was satisfied for every independent samples t test. 
A statistically significant (at p < .05) Levene’s test indicates that the homogeneity of 
variances assumption is violated. Findings are reported from the Levene’s tests with the 
independent samples t-test findings in the following sections. A violation of the 
homogeneity assumption can result in an inflated t-value and lower p-value, which 
increases the likelihood of committing a Type I error or rejecting the null hypothesis 
when in fact it is true (Delacre et al., 2017; Field, 2013; Rusticus & Lovato, 2014). 
Statisticians recommend the use of the Welch adjusted t-value, denoted as tWelch, adjusted 
df, denoted as dfWelch, and an adjusted p-value, denoted as pWelch when the homogeneity of 
variances assumption is violated (Delacre et al., 2017; Field, 2013; Rusticus & Lovato, 
2014).  
 The dependent variable mean scores in the conducted independent samples t tests 
pertained to discharge status. As discharge status was an interval variable, scores could 
range from 0.00 to 1.00. A discharge status mean score closer to 0.00 was considered to 
represent an increased likelihood for an unsuccessful discharge while a discharge status 
mean score closer to of 1.00 represented an increased likelihood for a successful 
discharge.  
Independent samples t test: Ethnicity and discharge status. An independent 
samples t test was conducted to determine if there were statistically significant discharge 
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mean score differences between White/Caucasian (n = 123) and non-White/Caucasian (n 
= 269) youth. The Levene’s test for equality of variances was statistically significant, 
FLevene = 41.65, p < .001, indicating a violation of the homogeneity of variances 
assumption. Due to the violation of the homogeneity of variances assumption, I reported 
the Welch adjusted t-value, denoted as tWelch, the adjusted df, denoted as dfWelch, and the 
adjusted p-value denoted as pWelch.  
The independent samples t test was statistically significant, tWelch (188.53) = -3.07, 
pWelch = .002 (see Table 4). White/Caucasian youth (n = 123) had a statistically 
significantly lower discharge status mean score (M = 0.73, SD = 0.45) than did non-
White/Caucasian youth (n = 269, M = 0.87, SD = .34). The results implied that non-




Independent Samples t Test: Ethnicity/Race and Discharge Status (N = 392) 




    -3.07 188.53 .002 
 
 
White/Caucasian 123 0.73 0.45 
 
    
Not White/Caucasian 269 0.87 0.34     
        
 
Note. Discharge status coded as 0 = not successful and 1 = successful. The Welch-





Independent samples t test: Type of drug used and discharge status. An 
independent samples t test was conducted to determine if there were statistically 
significant discharge mean score differences between youth whose drug of choice was 
alcohol (n = 44) and youth whose drug of choice was not alcohol (n = 348). The Levene’s 
test for equality of variances was statistically significant, FLevene = 19.56, p < .001, 
indicating a violation of the homogeneity of variances assumption. Due to this violation, I 
reported the Welch adjusted t-value, denoted as tWelch, the adjusted df, denoted as dfWelch, 
and the adjusted p-value denoted as pWelch. The independent samples t test was statistically 
significant, tWelch (49.65) = -2.21, pWelch = .031 (see Table 5). Youth whose drug of choice 
was alcohol (n = 44) had a statistically significantly lower discharge status mean score (M 
= 0.68, SD = 0.47) than youth whose drug of choice was not alcohol (n = 348, M = 0.84, 
SD = .36). The results imply that youth whose drug of choice was alcohol were less likely 
than were youth whose drug of choice was not alcohol to be successfully discharged.  
Table 5 
 
Independent Samples t Test: Type of Drug Used and Discharge Status (N = 392) 




    -2.21 49.65 .031 
 
 
Alcohol 44 0.68 0.47 
 
    
Not Alcohol 348 0.84 0.36     
        
 
Note. Discharge status coded as 0 = not successful and 1 = successful. The Welch-





Independent samples t test: Type of therapy and discharge status. I conducted an 
independent samples t test to determine if there were statistically significant discharge 
status mean score differences between youth who received BSFT (n = 190) and youth 
who received FFT (n = 202). The Levene’s test for equality of variances was not 
statistically significant, FLevene = 2.63, p = .106, likely due to the equivalent sample sizes 
in the two therapy groups. As the assumption of homogeneity of variances was met, I 
reported the standard t, df, and p-values. The independent samples t test was not 
statistically significant, t (390) = -0.81, p = .418 (see Table 6). Youth who received BSFT 
(n = 190) did not have a statistically significantly lower discharge status mean score (M = 
0.81, SD = 0.39) than youth who received FFT (n = 202, M = 0.84, SD = .37). Discharge 
status was not different between youth who received BSFT and those who received FFT 
at a statistically significant level.  
Table 6 
 
Independent Samples t Test: Type of Therapy and Discharge Status (N = 392) 




    -0.81 390 .418 
 
 
BSFT  190 0.81 0.39 
 
    
FFT 202 0.84 0.37     
        
 






Spearman’s Rho Correlations 
I conducted a series of Spearman’s rho correlation (two-tailed) between age 
(coded as an interval variable from 14 to 17), ethnicity (White/Caucasian as compared to 
non-White/Caucasian), type of drug (alcohol as compared to not alcohol), type of family 
therapy (BSFT as compared to FFT) and discharge status (successful as compared to 
unsuccessful). Spearman’s rho correlation is the nonparametric equivalent to Pearson 
bivariate correlation (Field, 2013). Results from the Spearman’s rho correlation analyses 
are in Table 7.  
There was a statistically significant relationship between age and discharge status, 
rs (392) = .16, p = .002. As age increased (i.e., from 14 to 17), so did the likelihood of 
successful discharge status. Non-White/Caucasian ethnicity was significantly associated 
with a successful discharge status, rs(392) = .17, p = .001. Drug use other than alcohol 
(i.e., marijuana, cocaine/methamphetamine, or heroin use) was significantly associated 
with a successful discharge status, rs(392) = .14, p = .007. There was not a statistically 
significant correlation between family therapy type (BSFT as compared to FFT) and 





Spearman’s Rho Correlations: Age, Ethnicity, Type of Drug, Type of Family Therapy, 





Age  .16**  
Ethnicity (White/non-White)    .17**  
Type of Drug (Alcohol/not Alcohol)     .14**  
Type of Therapy (BSFT/FFT) .04  
 
Note. ** p < .01 
 
Hypothesis Testing 
The null hypothesis of this study stated there are no statistically significant 
relationships between type of therapy (BSFT or FFT), demographic factors (age, 
ethnicity, type of drug used) and therapy discharge status (successful or unsuccessful) in 
male youth with a co-occurring disorder of ADHD and SUD. I conducted a binary 
multiple logistic regression for hypothesis testing of the null hypothesis. A binomial 
multiple logistic regression analysis analyzes the association between one or more 
independent variables, which can be nominal, ordinal, interval, or ratio and the odds 
(probability) that an observation falls into one of two categories of a dichotomous 
dependent variable, also called a binary response data (Menard, 2018).  
Multiple logistic regression has assumptions of the data that must be met (Field, 
2013; Menard, 2018). The assumption that the dependent variable was dichotomous 
(coded as 0 = unsuccessful discharge and 1 = successful discharge) was met. Another 
assumption of multiple logistic regression is lack of multicollinearity among the 
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independent variables (Field, 2013; Menard, 2018). I calculated variance inflation factors 
(VIFs) to determine if the assumption of lack of multicollinearity among the independent 
variables was met. VIFs greater than 4.00 indicate the presence of multicollinearity and a 
violation of this assumption (Field, 2013; Menard, 2018). The VIFs are in Table 8. None 
of the VIFs were greater than 4.00, indicating that the lack of multicollinearity among the 
independent variables was met. 
Table 8 
 
Variance Inflation Factors: Age, Ethnicity, Type of Drug, and Type of Family Therapy (N 
= 392) 
 
Variance Inflation Factor (VIF)  
Age   1.27  
Ethnicity (White/non-White)    1.27  
Type of Drug (Alcohol/not Alcohol)     1.32  
Type of Therapy (BSFT/FFT)    1.00  
 
Multiple logistic regression findings. Results from the binary multiple logistic 
regression are in Table 9. The model chi-square was statistically significant, χ2(10) = 
15.51, p =.004. The Hosmer and Lemeshow chi-square (χ2) provide another estimate of 
the fit of the model (Field, 2013; Menard, 2018). A finding that is not statistically 
significant (p>.05) is desired for this test, as a Hosmer and Lemeshow test that is not 
statistically significant indicates that the sample model does not differ from a predicted 
model at a statistically significant level (Field, 2013; Menard, 2018). The Hosmer and 
Lemeshow chi-square were not statistically significant, χ2(7) = 13.62, p =.058. The 
classification table showed that the group of independent (predictor) variables (i.e., age, 
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ethnicity, type of drug, type of family therapy) correctly classified 82.7% of the discharge 
status (i.e., unsuccessful, successful) cases. The Nagelkerke R2 was .06, a small effect 
size.  
While the chi-square (χ2) results indicated good model fit, they do not provide 
information as to which independent variables are associated with the dependent variable 
at statistically significant levels (Field, 2013; Menard, 2018). A Wald χ2 test indicates if 
the independent (predictor) variable is associated with the dependent variable at a 
statistically significant level and the OR provides additional effect size information for 
the respective association (Field, 2013; Menard, 2018). As seen in Table 9, the multiple 
logistic regression results showed that ethnicity was the only statistically significant 
predictor of discharge status. Non-White/Caucasian male youth were 1.86 (OR 95% 
Confidence Interval: 1.31 to 3.44) times more likely to be successfully discharged, Wald 
χ2(1) = 3.89, p = .048. As therapy type, as well as age and type of drug, were not related 






Binary Multiple Logistic Regression: Age, Ethnicity, Type of Drug, and Type of Family 
Therapy Predicting Discharge Status (N = 392) 
            B SE Wald 
χ² 





      Lower Upper 
 
Age .234 .146 2.56 .110 1.26 0.95 1.68 
Race/Ethnicity (White/non-White) .619 .314 3.89 .048 1.86 1.31 3.44 
Drug Type (Alcohol/not Alcohol) .282 .420 0.45 .503 1.33 0.58 3.02 
Therapy Type (BSFT/FFT) .222 .273 0.66 .417 1.25 0.73 2.13 
 
Note. Statistically significant findings in italics. 
 
Summary 
The purpose of this study was to determine if type of family therapy (i.e., BSFT or 
FFT) and demographic factors (i.e., age, ethnicity, type of drug) were significantly 
associated with discharge status (i.e., unsuccessful/successful) among 392 male youths 
diagnosed with ADHD and a SUD. I conducted descriptive statistics for the study group 
of participants and by type of therapy (i.e., BSFT/FFT) the youth received. The power 
was .99. I conducted multiple logistic regression for hypothesis testing. The assumptions 
for multiple logistic regression (i.e., use of a dichotomous dependent variable, lack of 
multicollinearity between independent variables) were met. Independent samples t tests 
and Spearman’s rho correlation analyses augmented findings from the multiple logistic 
regression. Three assumptions for independent samples t tests were violated: (a) using an 
interval- or ratio-coded dependent variable; (b) dependent variable normality; and (c) 
homogeneity of variances. 
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 Results from the independent samples t tests indicated statistically-significant discharge 
status mean score differences across ethnicity and type of drug categories. 
White/Caucasian male youth had a significantly lower discharge status mean score as 
compared to non-White/Caucasian male youth. Youth whose drug of choice was alcohol 
had a statistically significant lower discharge status mean score as compared to youth 
whose drugs of choice were marijuana, stimulants (cocaine and methamphetamine), or 
heroin. Results from the Spearman’s rho correlations showed a statistically significant 
relationship between age and discharge status: as age increased, so did the likelihood of 
successful discharge status. Results from the Spearman’s rho correlations also showed a 
statistically significant relationship between ethnicity and drugs of choice and a 
successful discharge status. Multiple logistic regression results showed that non-
White/Caucasian male youth were 1.86 times more likely than White/Caucasian male 
youth to be successfully discharged. However, since all variables were not related to 
discharge status at statistically significant levels, the null hypothesis of the study was 
retained. Chapter 5 provides a review and discussion of these findings. 
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Chapter 5: Discussion, Conclusions, and Recommendations 
Introduction 
The purpose of this study was to determine if the type of family therapy (i.e., 
BSFT or FFT), demographic factors (i.e., age and ethnicity), and drug of choice 
significantly influenced discharge status (i.e., successful/unsuccessful). The study 
involved examining a sample of 392 male youth with a dual diagnosis of ADHD and 
SUD residing in Hampton Roads Virginia. The majority (65.1%) of participants were age 
16 or 17 and almost half (49.2%) of the sample participants were Black/African 
American. Marijuana was by far the drug of choice, used by 67.1% of the participants. 
The percentages of male youth who received BSFT as compared to FFT were equivalent 
(48.5% and 51.5%, respectively). Moreover, the age, ethnicity, and drug of choice 
participant percentages were similar across the two treatment modalities. Type of family 
therapy did not emerge as related at statistically significant in any of the statistical 
analyses.  
I conducted a multiple logistic regression for hypothesis testing. Non-
White/Caucasian male youth were 1.86 times more likely to be successfully discharged as 
compared to White/Caucasian male youth. They were also more likely to be successfully 
discharged as compared to male youth whose drugs of choice were alcohol, stimulants 
(cocaine and methamphetamine), and heroin. As the age of the male youth increased (i.e., 
from 14 to 17), so did the likelihood of having a successful discharge status. 
With the inclusion of the independent variables as collective predictors of 
discharge status in the multiple logistic regression model, youth age and type of drug 
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were no longer associated with discharge status at a statistically significant level. 
However, ethnicity remained a statistically significant predictor of discharge status. Non-
White/Caucasian male youth were 1.86 times more likely than White/Caucasian male 
youth to be successfully discharged. The null hypothesis was retained as all independent 
variable were not related at statistically significant levels. 
Interpretation of Findings 
Few interventions have received such extensive empirical attention as adolescent 
substance abuse treatments (Carr, 2016). Findings from studies synthesized in meta-
analyses indicated that family therapies, especially BSFT and FFT, were superior to 
individualized and group therapy approaches in reducing substance use among 
adolescents with comorbid mental health issues (e.g., ADHD, conduct disorders, 
depression; Huey & Polo, 2008; Riedinger, Pinquart, & Teubert, 2017; Tanner-Smith et 
al., 2016). While the premise that family therapy treatment modalities are more 
successful than cognitive behavior therapy, adolescent group therapy, and motivational 
enhancement therapy, the significant differences are statistically modest (Huey & Polo, 
2008; Riedinger et al., 2017; Tanner-Smith et al., 2016). 
The comparative effectiveness of substance abuse treatment modalities is 
complicated by numerous factors. These factors include (a) features of the treatments 
(e.g., type of delivery, treatment duration and intensity, adjunctive treatment 
components); (b) therapist attributes (e.g., demographic factors, degree of training and 
level of expertise); (c) family and adolescent characteristics (e.g., demographic factors, 
degree of dysfunction); (d) evaluative elements (e.g., attrition rates, operationalization of 
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study constructs, design); and (e) the drug under examination (Horigian, Anderson, & 
Szapocznik, 2016; Lindstrøm et al., 2015).  
Despite the extensive evaluative focus on family therapies and their effectiveness 
in reducing substance abuse among children and adolescents with comorbid mental health 
illness, there exist no comparative empirical examinations of differing family therapies 
(Carr, 2016). This gap in the literature is especially concerning when considering the 
cross-cultural effectiveness of family therapies (Horigian et al., 2016). Huey and Polo 
(2008), in their meta-analyses of evidence-based interventions, reported the success of 
both BSFT and FFT in reducing substance use in Black/African American and 
Hispanic/Latino adolescents. This study was the first comparative empirical examination 
of two different family therapy modalities (BSFT and FFT). Results from this study 
indicated that one type of family therapy was not superior to another regarding discharge 
status. This finding differed from previous evidence supporting the effectiveness of 
family therapies among adolescents with co-occurring substance abuse and 
emotional/behavioral problems (Riedinger et al., 2017; Tanner-Smith et al., 2016) but 
was similar to findings reported by Huey and Polo (2008). 
The most robust finding in this study was the increased odds of non-
White/Caucasian as compared to White/Caucasian male youth to have successful 
discharge status. These findings contradicted those in prior studies (Smeets et al., 2014; 
Tanner-Smith et al., 2016). Lack of statistically significant demographic effects on 
treatment outcomes in adolescent samples was noted by Smeets et al. (2014), in their 
meta-analysis of 25 studies on cognitive behavior therapy and adolescent treatment 
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outcomes. In a meta-analysis of 61 studies evaluating the effectiveness of family 
therapies, Tanner-Smith et al. (2016) found no statistically significant treatment outcome 
differences across adolescent gender, ethnicity, and age groups. The statistically 
significant differences regarding demographic factors in this study contradict Tanner-
Smith et al (2016) argument that family therapy treatments “produce similar outcomes 
among adolescents with different demographic characteristics” (p. 14).  
This study examined the potential differences in discharge status because of the 
type of drug used. Drug use has been most frequently operationalized in the family 
therapy evaluative literature as drug use frequency or drug abuse severity (Carr, 2016; 
Lindstrøm et al., 2015). The result from the independent samples t test and Spearman’s 
rho correlation analyses indicated male youth whose drug of choice was alcohol were 
more likely to have an unsuccessful discharge than were male youth whose drug of 
choice was marijuana, stimulants (cocaine/methamphetamine), or heroin. This finding 
was dissimilar to Riedinger et al.’s (2017) finding, which was family therapy was most 
effective among adolescents whose drug of choice was alcohol.  
Many substance abuse interventions for adolescents, including BSFT and FFT, 
take a family systems approach (Randall & Bodenmann, 2013; Spencer, 2105). The 
primary objectives of family-systems-based therapies are to reduce feelings of distress 
and anxiety among family members, which in turn can enhance social functioning and 
reduce drug use among adolescents and their parents (Randall & Bodenmann, 2013; 
Spencer, 2105). Family systems theory also emphasizes the importance of family 
protective factors that can contribute to family and adolescent social functioning and 
74 
 
skills (Randall & Bodenmann, 2013; Spencer, 2105). There were intriguing findings in 
this study as they concerned the ethnicity of the male youth. Non-White/Caucasian youth 
were 1.86 times more likely than White/Caucasia male youth to have a successful 
discharge. When examining these findings within the context of the family systems 
theory, it is postulated that ethnic minority youth may have higher levels of family 
support and experience lower levels of anxiety regarding the family milieu (Smith, Faulk, 
& Sizer, 2016). The strengths seen in ethnic minority families (e.g., close bonds, social 
support, trust, feelings of responsibility for family members’ social welfare) also enhance 
therapeutic interventions (Smith et al., 2016). 
Limitations of the Study 
One limitation of this study was that I as the researcher had no control over how 
data were collected, as I had used archival data (Jones, 2010). Therefore, I had no control 
over the procedure used to collect the data. Regarding this limitation, ASBI has clear 
rules for their staff regarding data entry into the archival system, as it is used daily in the 
daily responsibilities of the organization. Because organizational guidelines do not 
guarantee that all staff follow them appropriately, a double entry software was used with 
data input into two separate spreadsheets to ensure that both spreadsheets are exact 
duplicates.  
Another limitation of the study was that it is not clear if the therapist followed the 
program guidelines as outlined or showed any bias in the discharge of the participants. 
Successful or unsuccessful discharges should not be subjective when program guidelines 
are adhered to. The discharge summary provides detailed information regarding the 
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successful or unsuccessful discharge status and the reason for the outcome. The outcome 
is based on the following criteria: (a) participation in all individual and family sessions 
(with not more than 2 excused absences), (b) treatment compliance to include completing 
all objectives and assignments, (c) actively participates in session, and (d) has a negative 
result for all substance abuse screenings.  
The last limitation of this study relates to the generalizability of results. The data 
were collected from one agency in Hampton Roads Virginia and only included male 
youth with the same co-occurring diagnosis of ADHD and a SUD. Therefore, I must be 
cautious when making generalizations across the entire population of male youth 
diagnosed with a co-occurring disorder.  
Recommendations 
This study failed to answer which treatment protocol (BSFT or FFT) provided 
more positive outcomes. Treatment protocols for adolescents are not as developed as 
treatment models available for adults (CDC, 2016; USDHHS, 2015). According to 
Hawkins (2009), there can be profound consequences for youth who have been diagnosed 
with a co-occurring disorder but do not receive appropriate treatment. Other researchers 
have reported that co-occurring disorders contribute to adolescents’ social and academic 
impairment (Becker et al., 2012; Marshall et al., 2014). Victimization of youth is also a 
contributing factor in their co-occurring disorder diagnosis (Sabri, 2012).  
To provide effective treatment for youth with co-occurring disorders, clinicians 
must be competent in the assessment and treatment process (Denby et al., 2011). 
However, Denby et al. (2011) found that clinicians reported that they have limited skills 
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in the treatment of co-occurring disorders in youth and would need to increase their 
knowledge and skills to be effective in the delivery of appropriate treatments. Further 
research on a broader scale can provide clinicians with more evidence-based results. 
Additionally, assessing clinician’s ability to facilitate co-occurring treatment protocols 
for youth should garner training opportunities for clinicians to ensure that they are 
adhering to guidelines and not being subjective in the treatment process.  
It is unfortunate that the coding of the race/ethnicity variable (i.e., 
White/Caucasian as compared to non-White/Caucasian) did not allow for a more in-depth 
analysis of racial/ethnic differences regarding discharge status. Scholars have cautioned 
against the use of variable categorization of race/ethnicity as White/non-White, termed 
essentialism (Johnston-Guerrero, 2017; Mayhew & Simonoff, 2015). Essentialism 
incorrectly assumes that all non-White individuals have “a uniting essence that is 
unchangeable, inborn, [or] natural” that makes them qualitatively different from White 
individuals and furthermore an essentialist approach in research can “serve as a 
foundation for scientific racism” (Johnston-Guerrero, 2017, p. 8).  
It is also unfortunate that the coding of the type of drug variable in this study did 
not allow for the examination as to whether male youth whose drug of choice was heroin 
were likely to be successfully discharged when considering the current opioid epidemic 
in the United States. Although future research should include a broader demographic 
area, it can also limit the scope of the population to all White/Caucasian or non-White 
participants to gain a better understanding of the results for each group alone, rather than 
versus each other.  
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Social Change Implications 
The findings from this study have contributed to the existing body of knowledge 
of treatment protocols for youth diagnosed with a co-occurring disorder. The results of 
this study allow future researchers to expand the study to include a larger population of 
youth diagnosed with a co-occurring disorder. The repetition of this study in various 
agencies like the one examined in this study could provide additional confidence in 
generalizing the results. Future studies should highlight the differences in the populations 
in various demographic locations to include different genders, different agencies, 
different geographic locations, and different ages.  
 “Walden University defines positive social change as a deliberate process of 
creating and applying ideas, strategies, and actions to promote the worth, dignity, and 
development of individuals, communities, organizations, institutions, cultures, and 
societies. Positive social change results in the improvement of human and social 
conditions.”  (Walden University Student Handbook, 2012).  This study can positively 
impact the treatment protocols delivered to various ethnicities.  
Conclusion 
The purpose of this quantitative study was to assess the predictive relationship 
between type of therapy (BSFT or FFT), demographic factors (age, race, type of drug 
used), and therapy discharge status (successful or unsuccessful) in male youth with a co-
occurring disorder of ADHD and SUD?  
According to USDHHS (2015), 43% of adolescents in the United States who 
received mental health services had a co-occurring SUD in 2015. They indicated that the 
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percentage of youth diagnosed with co-occurring disorders were almost equal with those 
of adults (Bergman et al., 2014; USDHHS, 2015). However, because treatment protocols 
for adolescents are not as well developed as treatment models available for adults, 
clinicians cannot make an informed decision on what protocol provides better results for 
their adolescent clients (CDC, 2016; USDHHS, 2015).  
In final analysis, while the results of this study did not provide evidence of which 
treatment protocol (BSFT or FFT) produced more positive results, it did provide 
evidence that non-White male youth were 1.86 times more likely to receive a successful 
discharged from treatment. This knowledge can provide clarity for clinicians in 
determining how to incorporate variations in the treatment protocol to increase the rate 
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